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Editorial 


This issue of the Journal was to also include The Annual Review of 
Hypnosis. With the emergence of the Journal, there has been a greater cen- 
tralization of hypnosis research, and more work dealing with hypnosis has 
been clearly designated as a part of scientific hypnosis. Nevertheless, there 
are still many articles published in a number of medical, psychological and 
psychiatric journals which deal with hypnosis. Frequently, there may be no 
mention of hypnosis in the title, and this makes for difficulty in identifying 
and reviewing all significant hypnosis research. In compiling the present 
Annual Review, the editors have called upon the authors of hypnosis writ- 
ings to help abstract and assemble the representative literature from 1953 
to 1955. 

Lack of author collaboration, obscure journal publication and omission 
of hypnosis identification has made such an objective very difficult. The 
material involved reflects an increasingly wider clinical application of hyp- 
nosis and the development of a frame of reference within which less empha- 
sis is given to hypnosis per se than to the psychodynamic factors which are 
indicative of the utility of hypnosis. Final completion is unfortunately still 
in progress and the Review itself must still be postponed. It is expected that 
early in 1956 the complete Review will be available. The delay has been un- 
avoidable and we hope the final product will compensate for this long delay. 

As we appraise another passing year we are again impressed with the gains 
being made in hypnotic research and in the increased utilization of hyp- 
nosis. These trends are to be noted in many of the medical specialties as well 
as in psychiatry and psychology. Along with these trends have come realistic 
needs in the educational aspects of scientific hypnosis. The teaching of hyp- 
nosis requires more than familiarity with induction technique. It requires 
a comprehensive and integrated background in the psychological sciences. 
Progress in this direction is being made by the development of teaching 
programs within university settings which permit the presentation of hyp- 
nosis in a manner consistent with present advancements in psychology, 
psychiatry and medicine. The University of California now offers two hyp- 
nosis seminars through its medical extension series, and Long Island Uni- 
versity, through its Institute for Research, now offers a full three-semester 
training program in hypnosis for dentists. The latter program is offered in 
collaboration with The American Hypnodontic Society. All in all, there are 
many evidences that scientific hypnosis is coming of age and with it we 
should expect a degree of emotional maturity and sophistication that is the 
hallmark of growth and progress. 

It is with very great pleasure that we welcome our new President, Dr. 
Bernard B. Raginsky and the entire new Executive Council of The Society. 
Dr. Raginsky is well known to all serious workers in the field of hypnosis 
and the status of The Society in itself assumes new proportions when a man 
of the stature of Dr. Raginsky accepts the Office of President. 
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I am deeply conscious of the honour you have bestowed on me in electing 
me President of the the Society for Clinical and Experimental Hypnosis. 
Any attempt to follow in the footsteps of the retiring President, Dr. Jerome 
Schneck, is in itself a large order. In a scientific atmosphere which has rarely 
looked upon hypnosis with perceptual clarity, Dr. Schneck and his Execu- 
tive Committee have guided this Society for the six years since its inception 
with exceptional prudence, good judgment and great scientific accomplish- 
ment. The Society is intimately bound with the advances made in the study 
and use of hypnosis in the past decade, a decade which has seen more fun- 
damental research and application of hypnosis in the various disciplines 
than has been made in its long history. Through their very careful selec- 
tion of members, Fellows and Chairmen of the different Committees set up 
to handle the various aspects of the broad subject of hypnosis, they have 
succeeded in giving this Society a broad and solid base from which further 
development may be attempted. 

One of the major accomplishments of the past administration was the 
publication of the Journal of Clinical and Experimental Hypnosis under 
the very capable and dedicated supervision of its first and continuing Editor, 
Dr. Milton V. Kline. Confronted by almost insurmountable obstacles, Dr. 
Kline, nevertheless, has been able to establish this Journal as a stable and 
productive publication second to none in any field of Psychology or Medi- 
cine. The Woodrow Press, Inc. of New York City is to be commended for 
their cooperation and assistance in the publication and printing of this 
Journal. 

Another major accomplishment has been the publication of the Annual 
Review of Hypnosis Literature. This integrated survey of clinical and ex- 
perimental hypnosis in psychology, psychiatry, dentistry and the medical 
specialties together with the Journal of Clinical and Experimental Hypno- 
sis, has given the Society an acceptable standing at the University and Hos- 
pital levels. As this work progresses, it is not unlikely that the Society will 
be called upon more and more to fill the gaps in the educational program 
of these institutions. The Quarterly Bulletin, under the capable editorship 
of Dr. A. D. Haggerty, has served us well in keeping the members up to 
date with Society activities. 

The outgoing Executive may also be commended for the establishment of 
a Library containing a large number of books and reprints pertaining to the 
field of hypnosis. These volumes and reprints have been catalogued and are 
available to all members on loan. 

Thus, after six years of active existence as a scientific and professional 
Society, we may profit by this audit and self analysis. We do not exist 
merely to provide a medium for a few to satisfy desires to run something. 
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If it were so, we have no right to exist. Merely to hold scientific meetings 
once a year is in itself insufficient justification in the face of already more 
meetings than it is possible to attend. The scientific quality of our meet- 
ings has no equal in the field of hypnosis. The absence of “rehash’’ of liter- 
ature published previously, the absence of “anecdotal” material and the 
absence of a parade of ten to fifteen minute papers of questionable worth, 
avoids cerebral confusion and gluteal numbness. The chance for intimate 
contact with workers in this field and the absence of “top brass” that tends 
to keep to itself is a priceless feature of our meetings. 

The scientific excellence of the papers presented at these meetings held 
at the New York Academy of Sciences, is due mainly to the policy of limit- 
ing membership in the Society to those who have obtained the high pro- 
fessional standards based on the general requirements modeled after the 
American Medical Specialty Boards, the American Psychological Associa- 
tion, the American Medical Association and the specific requirements re- 
garding the calibre of hypnosis work and published research. 

As our Society grows it develops a character and engenders a reputation. 
The ethical standards of any society are determined by its leaders. Its formal 
leaders are those who are in office and its informal leaders are those whose 
influence is great regardless of whether they are in office or not. The single 
greatest responsibility in the hands of these leaders is to preserve and, if pos- 
sible, to improve its ethical standards. Failure in this respect casts a shadow 
on good works. 

The reputation of a society rests on what others believe to be its real 
character and purpose. This belief may not jibe with actuality partly be- 
cause of lack of information and partly because of misinformation. Just as 
the American Medical Association sets standards for certain medical soci- 
eties, so may it become necessary for the Society for Clinical and Experi- 
mental Hypnosis to evaluate the growth of many small and large groups 
dealing with hypnosis. It may become the duty of your new Executive to 
canvass this situation and see if some order can be brought to what is rap- 
idly becoming an unhealthy and unsound situation, especially if allowed to 
develop. 

In science there need be no fear of competition from different organiza- 
tions. Everyone who works seriously and devotedly in a certain field of 
science or clinical medicine should be welcomed by every worker in the field. 
Your new Executive will strive to survey the field to see if it will be possible 
to absorb any group which can meet the stringent requirements of this 
Society so that the principles for which we are working may be fulfilled 
more effectively. 

To this end your new President envisages the possibility of having the 
1957 annual scientific meeting take place in the midwest, Chicago, for ex- 
ample, and the 1959 meeting to take place in California. If this be done, 
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it will give us the opportunity to elect future officers from the area involved 
and give that section of the country a stimulus for growth in the field of 
hypnosis. Alternate meetings could be held in the East for the time being. 

Should this plan work out, it is conceivable that our future meetings 
might be extended to last two days each. In this event we could have an 
afternoon panel discussion with three or four panelists chosen for their 
authoritative work on the subject. As the Society grows larger and the inter- 
ests of its members broaden, the meetings may be divided up into sections 
so that members, no matter what particular field they may be interested in, 
will find a program suited to their needs. 

It is also envisioned that as the Society grows and holds its annual meet- 
ing in various sections of the country, it will eventually be able to sponsor 
a World Congress on Hypnosis and draw to this Congress investigators from 
all over the globe. In anticipation of this eventuality, it is planned to con- 
tact workers in this field throughout the world to join this Society in an 
active capacity. As you know, the Society already has members from Canada, 
Britain, Denmark, Yugoslavia and the Netherlands. We shall attempt to 
expand this group to include all countries where original work is being 
carried out. One of the first countries to be approached will be Japan where 
there is already a considerable group of experimental psychologists inter- 
ested in hypnosis. 

As an extension of the work to be done, it is planned to develop a system 
of Clinical Workshops whereby members of the Society may visit investiga- 
tors in this field in their own clinics or laboratories for a period of a few 
days. It is hoped that some of our members will volunteer to give these 
clinics in their own institutions. The formation of Travel Clubs for this 
purpose may make the experience more profitable. 

Your new Executive welcomes any suggestions which might improve the 
Society and its work. May our next message contain evidence of progress 
and accomplishment. 


BERNARD B. Racinsky, M.D. 
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Bernard B. Raginsky, M.D., C.M. 
376 Redfern Ave., Montreal 6, Que., Can. 


Graduate of McGill University, Montreal, 1927. 

Associate Physician in Medicine and Psychiatry, Montreal Jewish General 
Hospital, since 1934. 

Research work in the departments of pharmacology, physiology, anesthesia 
on coronary artery circulation, artificial heart, liver, spleen and kidneys. 


Research on the physiology of hypnosis at the Allen Memorial Psychiatric 
Institute (McGill University) . 


Fifty-eight papers published by invitation on original research published in 
Canada, United States, England, France, Germany and Czechoslovakia. 

Contributor of chapters on various aspects of medicine in four texts. 

Co-winner of the First Prize in London, England, presented for the best 
research work done in anesthesia in the British Empire for 1935. 

Co-winner of an award in Paris for the production of experimental neuroses 
in animals, 1936. 


Associate Physician on the New York City Mayor’s Committee on Drug 
Addiction. 


Foreign Corresponding Member de la Societe Francaise d’Anesthesie et — 
d’ Analgesie, Paris, France. 
Certified as a specialist in anesthesia, internal medicine and psychiatry. 
Lectures given by invitation at: McGill University 
Toronto University 
Queens University 
University of Chicago 
Mount Allison University 
Harvard 
Columbia. 
Elected to eighteen scientific societies covering a wide cross-section of the 
various basic sciences as well as the medical and psychological disciplines. 
Full member of the Sigma Xi Honorary Scientific Society since 1931. 
Fellow of the International College of Anesthesia, 1934. 
Fellow of the American College of Cardiology, 1949. 
Founding Fellow of the Academy of Psychosomatic Medicine (immediate 


past vice-president, Chairman of Credentials Committee, Chairman, Scien- 
tific Program Committee) . 


Fellow of the Society for Clinical and Experimental Hypnosis (Associate 
Editor of the Journal). 
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Frank A. Pattie, Ph.D. 
University of Kentucky, Lexington, Kentucky 


Vanderbilt University, B.A., 1922. 

Harvard University, M.A. 

Princeton, Ph.D., 1925. 

Instructor in Psychology, Harvard, 1926-1929. 
National Research Fellow at Harvard, 1925-26. 


Instructor and Assistant Professor of Psychology, The Rice Institute, 
Houston, Texas, 1929-1947. 


Professor, University of Kentucky, 1947 on. 


Diplomate in Clinical Psychology of the American Board of Examiners in 
Professional Psychology. 


Member of the Board of Examiners of Psychologists of the State of Kentucky, 
1948 on. (Chairman 1950-53) . 


Fellow of the American Psychological Association (Clinical and Abnormal 
Psychology) . 


Visiting Professor, University of Cincinnati, summer of 1950. 
Member of Phi Beta Kappa and Sigma Xi. 


Lecturer at University of California at Los Angeles at a Symposium on 
Hypnosis (Medical Extension Department) 1952. 


Author of three chapters in Hypnosis and its Therapeutic Applications, 
edited by Dr. R. M. Dorcus. 


Author of papers in scientific journals on audition, animal behaviour, stut- 
tering, hypnosis, etc. 


Harold Rosen, Ph.D., M.D. 


Born 1908. Spent fifty-two months in the Army (mostly in the Air Force) 
in the ETO. Discharged with the rank of Major. 


Assistant Professor of Psychiatry at the Johns Hopkins Hospital University 
School of Medicine. 


_ Lectured or held seminars at the University of Arkansas, the University of 


Virginia, the University of California, the University of Utah and the 
University of Cincinnati. 


Contributing Editor for Psychiatry of the “Current Medical Digest.” 
Associate Editor of the Journal for Clinical and Experimental Hypnosis. 


Chairman of the Maryland Association of Private Practicing Psychiatrists 
for 1954. 


Research interests have been focused on the problems of so-called Psycho- 
somatic Problems. 


Published 37 articles, four of which are being anthologized. 
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Published book on Hypnotherapy in Clinical Psychiatry in 1953. 


Editor of book on Therapeutic Abortion, Medical, Legal, Psychiatric, 
Anthropological and Religious Considerations, 1954. 


Honorary Member of the British Society of Medical Hypnotists. 
Fellow of the American Psychiatric Association. 
Fellow of the Society for Clinical and Experimental Hypnosis. 


Member: American Psychosomatic Society 
International Society of Psychology 
American Association for the Advancement of Science. 
The New York and Maryland Academies of Science. 
The Planned Parenthood Federation of America. 


Dr. Jacob Stolzenberg 


Formerly instructor of Orthodontics, New York University, College of 
Dentistry. 

Formerly Post-graduate instructor, Psychosomatics and Hypnosis in Dentistry, 
Second District Dental Society. 

Chief of Orthodontic Departments, Unity and Lutheran Hospitals, Brooklyn. 

Author, “Psychosomatics and Suggestion Therapy in Dentistry.” 


Special Lecturer, Suggestion Therapy, Prosthetic Department, University 
of Pennsylvania. 


Editor of the “Bulletin” of the American Hypnodontic Society. 

Advisory Editor of the “Journal of Clinical and Experimental Hypnosis.” 
Lecturer on Dental Psychosomatics and Hypnodontia. 

Instructor, Institute for Research, Long Island University. 
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INTRODUCTION 


The present Constitution is an outgrowth of the development and func- 
tioning of The Society as of its establishment in 1949, and it reflects the 
current status of The Society with allowance for future changes. 


ARTICLE 1 


The Society shall be known as The Society for Clinical and Experimental 
Hypnosis. 


ARTICLE 2 


The object of The Society shall be to stimulate and to improve profes- 
sional research, discussion, and publications pertinent to the scientific study 
of hypnosis. It shall be to encourage cooperative relations among scientific 
disciplines with regard to the study and use of hypnosis, and it shall be to 


bring together persons using hypnosis and setting up standards for profes- 
sional adequacy and training in the field. 


ARTICLE 3 


Any qualified person intersted in the objectives of The Society shall be 
eligible for election to membership. The qualifications, privileges, and dues 
of the members are set forth in By-Laws, Article I. 


ARTICLE 4 


Section 1: The officers of The Society shall be: The President, the Vice- 
President, the Executive Secretary, the Treasurer, and the Past-President 
after termination of his term in office. These officers shall be elected by the 
voting membership every second year. They, who are mentioned at the head 
of this paragraph, shall constitute the Executive Council, the term of office 
of which shall be for two years. The outgoing President shall retain a seat 
on the Executive Council for the two years following his term of office. 

Section 2: The President of The Society shall preside at all business meet- 
ings and at all scientific meetings of the Society. He shall perform all duties 
assigned him by the Society. In the event of his death, resignation, or ab- 
sence, his duties shall devolve successively upon the Vice-President, the 
Executive Secretary, and the Treasurer. 

Section 3: The Society shall maintain a quarterly newsletter or bulletin. 
The Society shall sponsor any other regular or occasional publications as it 
deems necessary and feasible in the promotion of its objectives. 
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Section 1: The Society shall have an Executive Council. The Executive 
Council shall be the governing body of The Society. It shall call regular and 
special meetings. It shall have the power (under Article 4, Section 2) to fill 
vacancies in its elective offices until the next election. 

Section 2: Three-fourths of the total membership of the Executive Coun- 
cil shall constitute a quorum, and a majority vote of the members in attend- 
ance shall control its decisions. When the Committee, however, consists of 
five members because of the inclusion of a past-president, decisions shall 
be based upon a majority vote based upon a quorum of four-fifths of the 
Executive Committee. 

Section 3: The Executive Council appoints the editors of the publications 
of the Society (but not of the Journal which is governed by Article 5, Sec- 
tion 6). 

Section 4: The Executive Council may appoint an office secretary. 

Section 5: The Executive Council may establish such committees as may 
be necessary for the conduct of the affairs of the Society. 

Section 6: The Journal of Clinical and Experimental Hypnosis shall func- 
tion as an autonomous unit of the Society. 


ARTICLE 6 


Section 1: The Society shall hold at least one meeting each year, at a time 
and place to be determined by the Executive Council. At each annual meet-. 
ing there shall be at least one general meeting of the membership at which 
the officers shall report to the Society and at which any business of the Soci- 
ety may be transacted. 


ARTICLE 7 


Section 1: The Society may solicit and receive special funds and endow- 


ments. Expenditure of such funds shall be authorized by the Executive 
Council. 


ARTICLE 8 


Section 1: The Constitution may be amended by a two-thirds affirmative 
vote of those voting in a referendum submitted by mail to the voting mem- 
bers of the Society. 

Section 2: Amendments may be proposed by the Executive Council or by 
petition of at least one-third of the voting members of the Society, or by a 
two-thirds majority of the members present and voting at a business meeting 
of the Society. 

Section 3: All proposed amendments to the Constitution shall be com- 


municated to the membership at least fifty days prior to the vote on the 
Amendment. 
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ARTICLE 1 


Section 1: The membership of the Society shall consist of Fellows, Mem- 
bers, Associate Members, and Honorary Members. The dues for Fellows 
shall be $12.00 per annum (including subscription to the Journal of Clinical 
and Experimental Hypnosis). The dues for membership (including asso- 
ciate) shall be ten dollars ($10.00) per annum. Dues are payable in advance. 
Each member shall receive the Newsletter or Bulletin and the Journal of 
Clinical and Experimental Hypnosis and any other publication which the 
Executive Council finds feasible to distribute gratis. 

Section 2: In order to be eligible for Fellow status in The Society, one 
shall have been a full member for a minimum period of three years. In addi- 
tion, during the period of full membership there shall have been the com- 
pletion of significant research in clinical or experimental hypnosis which 
shall be evidenced by scientific publication. 

Elevation to Fellow of SCEH shall be made upon the designation and 
recommendation of the Executive Council of The Society. The Executive 
Council shall periodically indicate which members have become eligible for 
Fellow status. Members may qualify for Fellow at any time after being a 
member of SCEH for three years provided that they meet the research re- 
quirement. Members shall assume responsibility for notifying the Executive 
Council of meeting this latter requirement. Appointment to Fellow can be 
made by direct action of the Executive Council at any time that all require- 
ments are met. Upon notification of eligibility, a member may or may not 
accept Fellow status. Once eligible a member may request such appointment 
at any time. 

Section 3: To be eligible for full membership an applicant must have (a) 
an M.D., or Ph.D. in psychology, or equivalent professional training; (b) 
as an M.D., certification by the American Board of Psychiatry and Neurol- 
ogy is required; as a psychologist, membership in the American Psychologi- 
cal Association and five years of appropriate professional experience in 
clinical or experimental psychology is required. As equivalent professional 
training, specialty boards in medicine other than those in Psychiatry and 
Neurology are considered; (c) substantial professional achievement in re- 
search or clinical work including publications is necessary. 

Section 4: To be eligible for associate membership, requirements are the 
same as those for full membership with the exception of published work in 
the field. The latter requirement is waived at the discretion of the Executive 
Council with the assumption that the applicant is actively engaged in the use 
or the study of hypnosis. 

Section 5: Honorary Members are members filling the requirements of 
Sections 1, 2 or 3, but residing outside the United States of America or Can- 
ada. They are exempted from dues, have no vote, and are not eligible for 
office. They receive the Bulletin of the Society and any other publications 
The Society deems it possible to distribute to them gratis. They can sub- 
scribe to the Journal on the usual subscription basis. 

Section 6: Only Fellows and Full Members of the Society may vote or hold 
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elective office or be appointed committee chairmen or committee members. 

Section 7: Decisions concerning eligibility for membership shall be made 
by the Executive Council, nor does fulfillment of all requirements men- 
tioned for any class above guarantee election to membership if the Execu- 
tive Council deems such election not in the best interests of the Society. 

Section 8: Upon failure to pay annual dues, the privileges of member- 
ship shall be suspended and membership shall be terminated on December 
3lst of the year following the last full-year payment of dues. 

Section 9: In the event of unethical or unprofessional behavior of a mem- 
ber (at any level of membership) , formal complaint shall be made in writing 
to the Chairman of the Committee on Legal and Professional Attitudes. If 
that Committee deems it necessary, it may recommend that the Executive 
Council take official action which may be in the form of warning, suspen- 
sion, or expulsion from the Society at the discretion of the Executive Council. 

Appeal of such decision may be made and the defendant may request 
hearing by a special committee appointed for that purpose. 


ARTICLE 2 


Section 1: The officers shall be elected by the membership at large by a 
mail ballot of the members qualified to vote. The term of office shall begin 
on the first day of the annual meeting following the election. Eligible for 
office shall be Fellows and Full Members in good standing provided they 
have belonged to The Society for more than two years. 

Section 2: The Executive Council shall appoint a Committee on Nomina- 
tions and Elections. This Committee shall select two or three names for: 
each of the Offices of President, Vice-President, Executive Secretary, and 
Treasurer. These names will then be placed on a ballot with one blank 
space for direct nominations from the membership for each position to be 
filled. To be eligible for candidacy, one must have been a full member for no 
less than two years. 

These ballots shall then be sent to the members eligible to vote not later 
than May 15th of the election year. Votes, to be valid, must be returned to 
the Chairman of the Committee on Nominations and Elections by the date 
specified on the ballot, which shall be not less than 30 days from the date 
of mailing. 

Section 3: Any person whose name is written in for a particular office shall 
be considered as nominated for that office. The Committee on Nominations 
and Elections shall then prepare a second ballot containing the names of the 
candidates for each office. This ballot shall be sent to the membership within 
30 days after the close of receipt of the original ballots and shall be return- 
able to the Chairman within 30 days of the date it was mailed. 

Section 4: In case any names written in are found on less than one-tenth 
of the ballots returned, the results of the first ballot shall determine the 
election for that office. 

Section 5: The candidates who receive the largest number of votes for each 
office shall be declared elected. In the case of a tie vote, the Chairman of 
the Committee of Nominations and Elections shall decide by lot between the 
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two candidates. This shall be done in the presence of the Executive Council 
or of its official delegates. 

Section 6: The newly elected officers shall take over the office at a formal 
ceremony at the time of the annual scientific meeting in the fall of the elec- 
tion year. The ballots cast and all pertinent material shall be deposited for 
record in the offices of the Executive Council. 


ARTICLE 3 

Section 1: All transactions of The Society shall be recorded. The editors 
shall work in close co-operation with the Executive Council. 

Section 2: The Executive Council shall meet on the call of the President 
or on the request of three of its members. 

Section 3: No member of the Executive Council shall succeed himself in 
office more than two consecutive times. 

Section 4: The Chairmen and members of Committees shall be drawn only 
from the Fellows and Full Members of The Society. 

Section 5: There shall be a Committee on Publications which shall advise 
with regard to publications of The Society. All proposals for the establish- 
ment of a new publication shall be subject to approval of the Executive 
Council. 

Section 6: There shall be a Committee on Nominations and Elections. At 
least two-thirds of its members shall be changed bi-annually. As regards this, 
and any other Committee, the Chairman shall be an appointee of the Exec- 
utive Council, and he shall select his committee members in agreement with 
the Executive Council. 

Section 7: There shall be standing Committees on Legal and Professional 
Attitudes, on Public Relations, and on the Library. These, as other Com- 
mittees, shall be subject to change in Chairmen and members at the time 
of election, or, at any time, at the discretion of the Executive Council. 


ARTICLE 4 


The accounts of the Society shall be kept by the Treasurer. The Executive 
Council shall receive reports at specified intervals and approve budget and 
expenses. The balance shall be made public to the membership annually in 
the Treasurer’s fiscal report. 

The Executive-Secretary shall be concerned mainly with the communica- 
tions of the Society and the maintenance of adequate records of transactions. 

The Vice-President shall concern himself with all duties of the Executive 
Council not allocated explicitly or implicitly to any of the other members. 


ARTICLE 5 


Section 1: Amendments to these By-Laws may be proposed by any mem- 
ber of The Society and adoption shall require a majority vote of the mem- 
bers present and voting at any annual meeting of The Society. 

Section 2: The Executive Council may submit amendments to the By- 
Laws to the members by mail ballot, provided that such amendments have 
been communicated to the membership at least 30 days prior to the vote on 


the amendment. Such amendments shall be adopted upon a majority vote 
of the members voting. 
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A University Training Program in Dental Hypnosis 


ARTHUR WALD! AND MILTON V. KLINE??? 


The basically conflictive nature of the doctor-patient relationship in the 
dental situation, as well as the conflicts in the role of the dentist himself, 
has led dentists to seek ways of alleviating some of the tension and anxiety 
for both themselves and their patients. It is strange that these problems are 
not considered within the educational structure of professional training, 
especially since they are such important factors in the dentists’ level of 
function. In spite of the apparent need and expressed demand for training 
in this area, our professional institutions have been reluctant in accepting 
this responsibility. Until now, little attention has been given to the need 
for curriculum planning and course presentation in hypnosis. Training has 
usually been acquired through clinical observation and some apprentice-type 
supervision. By far the greatest demand and perhaps the most interest in 
clinical hypnosis is currently coming from the dental profession. 

To many dentists, hypnosis holds promise of being a useful agent, and the 
recent growth of interest in the field has led to dissatisfaction with the very 
limited training which has been available. For the greater part this training 
has served to introduce the dentist to the phenomena of hypnosis and hyp- 
notic behavior. In an attempt to fill the need for more adequate training and 
to provide a professional level of teaching hypnosis and related phenomena, 
a course was offered in January 1955, as a joint effort of the American 
Hypnodontic Society, and the Institute for Research of Long Island Uni- 
versity, and was made up of men who had been using hypnosis in dentistry 
for varying lengths of time. The course was arranged to meet at weekly three 
hour sessions, for one 14 week semester. The group was already familiar with 
the clinical aspects of hypnosis both through practical experience and vary- 
ing amounts of informal instruction and study. The expressed need in this 
group was not for instruction in actual clinical technic, but rather help in 
understanding the basic conceptual structure of the interpersonal relation- 
ship in which hypnosis has a role. 

The formal lectures by the members of the staff and guests were oriented 
toward the dynamics of the hypnotic situation, and consideration of the 
needs of the patients total personality. Indications, uses, abuses, and contra- 
indications of hypnosis were discussed, experiences were analyzed, and atti- 
tudes were evaluated. Extensive corollary reading was expected to parallel 
the lectures. Lectures were given on the broad aspects of hypnosis in many 
types of therapeutic and experimental situations in an effort to afford a 
solid theoretical and clinical background for the specific experiences in the 
dental field. Throughout the course, every effort was made to orient the 


*Long Island University, Institute for Research 


*Chairman, Committee on Education and Professional Organization, The Society for Clinical 
and Experimental Hypnosis. 
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material to the specific requirements of the dentist in his professional role. 
This was accomplished by having several dentists, who had clinical experi- 
ence in hypnotic procedures, as members of the teaching staff. The use of 
hypnosis by the dentist was integrated with non-hypnotic methods of estab- 
lishing a more comfortable dental situation. Its use in the control of anxiety, 
gagging, salivation, tension and pain was stressed, and its limitations defined. 
Demonstration of hypnoanalytic technique with an extremely anxious 
patient who was unable to accept dental treatment, led the group to greater 
insight and understanding of the more common emotional problems en- 
countered. Historical background, theoretical concepts, psychoanalytic 
dynamics, and practical applications of hypnotic behavior were discussed 
as fully as time permitted, and although the time was insufficient to permit 
complete exploration, the amount of stimulation in these directions was 
clearly evidenced by the change of character of the discussion periods as the 
course progressed. Because this first group of dentists already had clinical 
experience and background, comparatively little time was spent on actual 
techniques of induction and deepening of the hypnotic state, and more time 
on the underlying dynamics of the situation. It was quite apparent that this 
approach led to a basic conceptual change on the part of the students, and 
an awareness of the relationship potential, not only in the hypnotic process, 
but also in the unaltered conscious state. This awareness was instrumental 
in stimulating attitudinal insight on the part of many students and was the 
basis for the formation of a therapy group at the conclusion of the course, 
which is still meeting in weekly sessions and shows great promise. 

The inclusion of behavioral, analytical, psychometric, and psychosomatic 
material gave the students a well integrated basis for the more adequate use 
of hypnosis. As a result of this educational experience and with additional 
conferences and curriculum planning discussions, a three semester program 
in Psychological Problems of Modern Dentistry has been outlined and de- 
veloped at Long Island University. Its purpose is to train the dentist to 
utilize hypnosis as a clinical psychological procedure within a frame of ref- 
erence taking into account temporary advancements in psychodynamics, 
psychosomatic theory and concept, and the utilization of psychotherapeutic 
technique in medical psychology. 

The program consists of three full semester courses: Introductory, Ad- 
vanced, and a Clinical Practicum. Each course meets for a full 14 week 
semester and consists of 40 hours of instruction. Instructors in the program 
consist of dentists, psychologists, and physicians experienced with hypnosis 
and actively working in the psychological and medical fields pertinent to 
modern dental practice. 

The current students have had little or no previous experience with 
hypnosis, but have sought training on the basis of their recognition of the 
need for methods to more adequately deal with the emotional problems 
within the dental situation. In this training the dentist is thoroughly 
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indoctrinated with a ground work of psychologic theory, relationship 
dynamics, and the emotional meaning of the hypnotic state. Psychometrics, 
projective testing, psychosomatics, and evaluation of neurotic behavioral 
patterns, affords a basis for later instruction in hypnotic induction, and in 
the utilization of the hypnotic process. With the aid of five instructors the 
class is divided into small groups for supervision, clinical teaching, and 
discussion. Rotation of the instructors affords the student broad opportunity 
for varied interpersonal situations. It is projected that these small instruc- 
tion groups will alter their character, with the progress of the course, and 
become control situations for cases in which hypnosis is being used in the 
dentists own practice. Group control of this character makes possible per- 
sonal development as well as specific instruction, and it is altogether possible 
that one or more of these groups will evolve into analytic therapy groups, 
of a continuing nature. 

Our experience thus far indicates that the need for adequate training of 
dentists in hypnosis can best be filled by a three semester program, divided 
into the following phases: 


I — Introductory Course 


Historical Aspects of Scientific Hypnosis 
Hypnosis in Contemporary Scientific Perspective 
Introduction to Psychodynamic and Psychoanalytic Psychology 
Nature of Suggestion and its Relation to Hypnosis 
Phenomena of Hypnotic Behavior 
Induction Techniques 
Termination Techniques 
The Nature of Resistance to Hypnosis and Its Clinical Management 
Anxiety: Its Meaning and Role in Psychotherapeutic Relationships 
Outline of Psychopathology and Abnormal Psychology 
Principles of Psychotherapy and their Relationship to Dental Practice 
Clinical Practicum in Hypnotic Induction, Management and Termination 
Demonstrations of Hypnotic Behavior 
Hypnodontic Procedures in Operative Dentistry — 
Anesthesia 
Relaxation 
Treatment of Anxiety 
Surgical Applications 
Psychosomatic Aspects of Dentistry 
Clinical Practicum in Hypnodontic Procedure 
Review of Contemporary Research Literature in Clinical and Experimental 
Hypnosis 
Clinical Procedures in Patient Evaluations 
1. The interview 
2. Life history taking 
3. Psychological tests and questionnaires 
4. The use of psychological and medical consultation 
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Il — Advanced Course 
The psychophysiology of 
1. Emotions 
2. Learning 
3. Perception 
4. Motivation 
Developmental and comparative psychology 
1. Personality concept 
2. The nature of conflict behavior 
3. Neuropsychological process 
Emotional and Somatic Reactions to Hypnosis 
1. Diagnostic evaluation 
2. Utilization in patient management 
3. Meaning of hypnosis as an interpersonal relationship 
Complex Hypnotic Phenomena 
1. Induction of depth trance states 
2. Alteration of Sensory, Motor and Perceptual functions 
3. Transcendence of voluntary capacity levels of response 
4. Post-hypnotic behavior 
5. Hypnosis and conditioning 
Psychosomatic Theory and Concept in present day medicine and psychology 
1. Review of the Research Literature 
2. Hypnosis as a psychosomatic phenomenon 
3. The evaluation and classification of somatization reactions 
4. Stress and its relation to behavior 
5. The organization of psychosomatic behavior 
6. Psychosomatic problems and their management in Dentistry 
Hypnotherapy 
1. Indications 
2. Contra-indications 
3. Procedures and Techniques 
4. Application in clinical dentistry 
Psychotherapeutic Considerations 
. Outline of Psychoanalytic Psychology 
Consciousness and Unconsciousness 
The Structure of Neurotic Behavior 
. Directive Psychotherapy 
. Non-Directive Psychotherapy 
. Hypnoanalytic Procedures and their relationship to other aspects 
of patient management in dentistry 
Experimental Hypnosis 
1. Age Alteration 
2. The Nature of Amnesia 
3. Automatic Writing 
4. Self-Hypnosis 
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5. Dissociative Process 

6. Multiple Personality 

7. Hypnotic Dreams 

8. Hallucinations in Hypnosis 
9. Hypnodrama 


Hypnosis as an Investigative and Research Device — 
Case Seminar on Psychological Problems in Modern Dental Practice 
1. Case presentation 
2. Tape recordings of case material 
3. Supervision and control of clinical cases by participating dentists 


Ill — Individual Control and Supervision in the Clinical Use 
of Hypnosis in Dentistry 

The program outlined here is the product of both experience in teaching 
dental hypnosis and an awareness of many of the difficulties involved in 
such an undertaking. Hypnosis cannot be taught nor utilized as an inde- 
pendent device or even operative procedure apart from a well developed 
background in psychodynamics and medical psychology. The integration 
of hypnosis within such a frame of reference of necessity requires a thorough 
and intensive teaching program. Such a program must include a clinical 
practicum and direct supervision of the dentists use of hypnosis. In the 
Long Island University program supervision is provided for by small group 
control. Each instructor will meet with three or four dentists at which time 
they will present clinical case material from their practices. The cases will 
be evaluated and discussed within the group and supervision maintained 
throughout the entire training program. 

At the advanced level, group analysis of the dentist-patient relationship 
is designed to give the participating dentist greater knowledge of himself 
and his feelings as they may influence his relationship with patients. Struc- 
tured as a group therapy experience it can be utilized as a means for 
indicating those dentists who may require or wish additional psychotherapy 
in order to increase their own degree of professional competence. 

As this training program continues, it will in all likelihood undergo 
considerable modification and change. Already plans are being formulated 
for the use of psychological tests as a means of selecting the best student 
group and of detecting those candidates who should not at the time be 
involved in this type of training. 

The need for a well balanced and standardized program of education in 
scientific hypnosis is becoming an actual link in the ever increasing and 
expanding use of hypnosis. It is hoped that the presentation of this pro- 
gram may be of interest to others who are involved in similar or related 
programs and that from our joint efforts and observations will emerge the 
type of education and training consistent with the highest degree of 
competence in the professional utilization of hypnosis. 


Long Island University 
Institute for Research 

385 Flatbush Avenue Extension 
Brooklyn 1, New York 
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The Emergence of Multiple Personalities in the Course 
of Hypnotic Investigation*} ** 


MARGARETTA KELLER Bowers, M.D. 
SyLv1A BrReEcHER, PH.D. 


Multiple personalities, the existence within a single individual of one or 
more dissociated and repressed earlier stages of personality development, 
functioning autonomously, is a condition that in its classic form is associated 
clinically with a fugue state accompanied by total or partial amnesia. There 
are well defined conditions of multiple personality, however, in which the 
fugue state is not a necessary concomitant, as shown by a study of the case 
discussed here. 

His multiple personality structure was revealed not by clinical or psy- 
chological examination (these indicated only a disturbed and impulsive 
individual) but quite unexpectedly during a series of hypnotic sessions. This 
raises the question of whether the hypnotic experiments acted as a stimulus 
that produced the multiple personalities or whether the hypnotic sessions 
merely uncovered an already existing condition. The patient in his conscious 
state was not aware of his three underlying personalities, each of which 
reported distinctive dream material and Rorschach responses. 

We shall call the patient Dick.t He had an Irish grandfather who was 
pugnacious and blasphemous, an English father whose ideals were to “play 


the game” and to “be a good loser,” a seductive native Kaffir nursemaid, and: 


an agressive melancholy mother from the Bronx whose strict Irish Catholic 
attitudes did not prevent her from wandering around the house nude and 
indulging in solitary drinking bouts. These made up the pattern of con- 
flicting temperaments of his early years. A childhood spent in commuting 
between Johannesburg (with its English, Dutch, and African traditions and 
languages) and the Bronx (where the emphasis was on conforming and get- 
ting ahead) provided strongly conflicting loyalties. Dick was an accountant, 
and came voluntarily to the New York State Psychiatric Institute in Oc- 
tober 1945, at the age of 42, seeking help for depression and inability to 
tolerate the tensions of his marriage. Later he revealed that his real purpose 
was to overcome a fear of committing suicide. He had been hospitalized 
twice for “acute alcoholism without psychosis.” There was a history of er- 


*From the New York Psychiatric Institute, Columbia Medical Center, New York. 


fA Preliminary Clinical Report. We are indebted to Lothar Gidro-Frank, M.D., for his very 
able assistance in the collection of the clinical material on which this paper is based. 


*This is the patient identified as P.V.M. in a report by Lothar Gidro-Frank and Margaretta 
Keller Bowers—Buch. “A Study of the Plantar Response in Hypnotic Age Regression,” 
Journal of Nervous and Mental Disease, 107:5, May 1948; also as P.V.M. in “Clinical Obser- 
vation on the Effects of Electric Shock” by Margaretta Keller Bowers, and Bernard Berko- 
witz. Journal of Nervous and Mental Disease, 118:4, October 1953; and as “Case 00 Mr. H. 


R.” in Landis and Bolles “Textbook of Abnormal Psychology,” pp. 91-93. Revised 1950, Mac- 
millan Co., New York. 


**Read at the Sixth Annual Scientific Meeting of the Society for Clinical and Experimental 
Hypnosis, New York, December 3, 1955. 
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ratic impulsive behavior such as staying away from home for weeks or 
months at a time, and he had made several suicide attempts that would have 
been fatal had they not been accidentally thwarted. He was diagnosed as a 
severe obsessive compulsive with a schizoid personality. 

The patient held himself very rigidly so that when he walked only his legs 
seemed to move. His face, careworn and tired, revealed no emotion. Though 
cautious in his responses, he was attentive and cooperative and on the ward 
he was friendly with other patients. He had a sardonic and startling sense 
of humor. He expressed feelings of self-depreciation and fears of sloping 
roofs and closed doors. 

Throughout seven months of daily analytic sessions, his impassive reserve 
remained unbroken, except for one impassioned plea not to be discharged 
from the hospital. He dreamed frequently but could not associate. Only the 
most superficial interpretations could be tolerated and in attempting to 
cover up suppressed material, he would not only consciously evade but actu- 
ally lie. 

On April 28th, the author, in searching for material for her age regression 
studies, found Dick to be an excellent hypnotic subject. He entered easily 
into a deep trance and carried out post-hypnotic suggestions. He was quickly 
trained in various techniques such as open-eye waking trances, mirror gazing 
and automatic writing. In the third hypnotic session on April 30th, he was 
regressed to age 32. He reacted with anxiety and wept bitterly. During this 
regression, he spontaneously regressed to 28 years, the year preceding his 
marriage. 

At the end of the third session, the hypnotist introduced an artificial stim- 
ulus by impulsively suggesting that the patient should experience that night 
a recurrent nightmare of early childhood, a dream in which a mouse came 
out of a hole in the wall. These symbols were revealed earlier that session, 
both in automatic writing and Rorschach responses. The “mouse” was used 
interchangeably with that of the “elephant” and had the personal meaning 
of death; a “hole in the wall” related to “flying boxcars,” and was a threaten- 
ing female symbol. These motifs recurred throughout the hypnotic study. 

In the fifth session on May 5th, he was regressed to age 20, becoming un- 
happy and speaking of his pet dog Susie, who had died when he was four. 

On May I4th, the patient brought to the sixth hypnotic session a poem. 
In discussing it in hypnosis he said, “J cannot be happy with the shadow, 
but he will have to decide if the shadow should be lifted. J don’t think he 
could live with that unhappiness at all.” Later when thinking over the 
content of this session, the author was struck by the patient’s use of the third 
person and decided to probe for its meaning. 

On May 15th, under hypnosis, the patient revealed in a dream his reso- 
lution to commit suicide by taking an overdose of sleeping pills. He again 
spoke of himself in the third person. 

(I asked, ‘Has the decision been made yet?’) The patient answered, 
“He doesn’t want to tell.” (When do you think it will happen?) ... 
Long pause .. .“At the first opportunity.” 

(Are you sure?) “I don’t know. He is afraid ... He has a little fear 
left. He wants to be coaxed by me.” 
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(If you coax him, will he do it?) “Yes.” 
(How long will it take?) “It depends whether he stays awake long 
enough so | can coax him.” 
(What does he want to do?) “He wants to sleep.” 
(Can you only influence him when he is awake?) “Yes.” 
(Is that why you don’t let him sleep?) “Yes.” 
(Why do you want him to do it?) “Because he is not getting what 
he should out of life. He cannot. He is past the point where he can 
have the happiness of what might have been... The ability to 
understand things, to meet and to talk to people who understand 
... He has lived the best part of his life and not enjoyed it.” 
(Does he realize there are two of you?) “Yes.” 
(How did he become aware of it?) “He had to restrain himself. 
He was doing foolish things. He wanted to run away.” 
(You wanted to run away?) “No, he. I restrained him. I made him 
come to the hospital.” 
(Why do you want him to take pills?) “Because, he would be 
happier that way. He is restless.” 
(How do I tell you apart?) “My name is Butch, his name is Henry.” 
The author now realized that, besides the conscious personality of Dick, 
there were two submerged personalities, named Butch and Henry. As the 
session progressed this became more clearly defined and the conflict between 
them was manifested. 
Butch was the dominant personality and the one most readily contacted 
in these early hypnotic sessions. 
(To whom do we talk ordinarily?) ““To me, Butch.” 
(How do you feel about Henry?) “I hate him. He is childish.” 
(How long have you felt this way?) “A long time, always.” 
(How does he feel about you?) “He wants to get along with me but 
I want to destroy him. That’s why I wanted to take the pills.” 
(Why do you feel this way about Henry?) “He’s stupid and dull. 
I want to be rid of him.” 
(Do you think he could be taught?) “No.” 
(Will you let me teach him to grow up?) “Yes.” 
(When can I meet him?) “I don’t know.” 
A deep trance was then suggested. Even so, Butch resisted with gritted 
teeth my attempt to get through to Henry. At last Henry was contacted. 
(Is that you, Henry?) “Yes.” 
(What is on your mind?) “I’m lonesome.” 
(What for?) “Friends.” 
(Do you like Butch?) “No.” 
(Why not?) “Because he is never happy, never will be happy.” 
(Could you be happy?) “I think I can find out how to be.” 
(Were you ever happy?) “When I was a little boy running faster 
than anyone else, running until my feet hardly touched the ground, 
running and feeling the wind in my face, making my parents happy 
by doing the things they wanted me to do.” 
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Throughout the next few weeks, the personalities of Butch and Henry 
became more sharply defined. Butch, who had evolved last, was closest to 
the conscious personality of Dick and was always the primary contact in 
these early sessions. Henry, who was an earlier development, had to be 
approached in these early hypnotic sessions through the more dominating 
Butch. Later, however, Henry came closer to the surface and as he usurped 
Butch’s place, he became the link with the earlier phases of the patient's life. 

Butch was suspicious, cold, and calculating. He was always 38 years and 
it was always December 31st, 1941. This was the date when the patient suf- 
fered a terrible tirade from his wife because he wanted to join the Army. 
It was about that date that the conscious personality of the patient repressed 
and denied all that was Butch. 

As a personality, Butch had existed since late adolescence and was 
founded on an identification with a cousin named Butch, who had com- 
mitted suicide when his father had forbidden his enlistment in the Army. 
This occurred when the patient was fourteen. 

Henry was passive, gentle and idealistic. Although always in contact with 
the history and environment of the total personality, Henry was always 16 
years old and it was always January, 1920, a date six months before his 
sweetheart’s death. Events that occurred after the age of 22, when Butch 
took over completely, were reported by Henry as an observer. 

The hypnotic session on May 27th, brought out the hatred Butch felt 
for Henry. 

(How do you feel about Henry?) “I hate Henry. I just want him 
to stop nagging me.” 

(How does he nag you?) “He says when you don’t feel good, don’t 
try to act good.” 

(How long have you felt this way?) “Since, I was fourteen.” 
(When did you first realize there was a Henry?) “At fourteen,” 

In the session Henry was contacted (the Liza whom he mentions was the 
sweetheart whom he had ijoved and who had died when he was sixteen) . 
(Have you had any dreams?) “Yes. (smiles) I dreamed I was 

friendly with everybody. They were glad to see me again.” 
(Tell me about them?) “I don’t think you know them. I dreamed 

_ about Liza. I dreamed Liza walked with me. She said she’d have to 

say goodbye, said there were lots of Lizas in the world.” 
(Convulsive sobs and begins to weep.) 

Henry refused to discuss a “grubby” dream, because Butch told him not to. 
(What would Butch do if you told?) “He would keep me awake.” 
(What else?) “He would make me tired so I won’t remember 
dreams.” 

(When did you first know about Butch?) “When I began to think 
about things I didn’t want to do.” 

(Who has been in control of your life most of the time?) “Butch.” 
(How does Butch get his way?) “By refusing to let me get upset. 
He hates people to see me get upset.” 

(When did Butch start hating you?) “When Liza went.” 

(Why?) “He knew that being sentimental never got you anywhere.” 
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On May 28th, the author had the experience which was usual at this 
period, that Butch was blocking the emergence of Henry. 


(Why don’t you let Henry speak to me?) “You upset him. You 

bring up things that should be forgotten. Things that are in the 
ast.” 

(What kind of things?) ‘Sentiment. It’s foolish.” 

The trance was deepened and Henry finally emerged. 

(Do you want to talk with me, Henry?) “No.” 

(Why not?) “Because I’m not sure of myself.” 

(Do you think Butch knows more about things than you do?) “No.” 
(Do you like the things Butch does?) “No. But Butch doesn’t 

need any help. I don’t question his decisions.” 

(Is Butch happy?) “No.” 

(What makes him unhappy?) “He is not sure of himself.” 

As extensive age regression studies continued, the patient had difficulty 
sleeping and sedation was prescribed. He asked to be moved to an open 
ward. Since his general behavior was cheerful and his clinical appearance 
good, the senior staff allowed him to be transferred on June 17th. The 
writer opposed this move, however, for within the hypnotic situation the 
patient showed an ever increasing anxiety, hostility, and suicidal intent. 

On June 18th, he was in good spirits and spoke appreciatively of the 
examiner. That night, he was found in a severely toxic confused state with 
pin-point pupils, followed by twenty-fours of delirium with visual hallucina- 
tions. Since we did not know then that he had taken an excessive number 
of sleeping pills, provided by solicitous fellow patients, it was thought that 
he had become sensitized to the sedation prescribed. He could not sleep 
spontaneously, so a program of inducing sleep by hypnosis, frequently in 
age regression, was started on June 20th, and carried out until August 31st. 
There was a noted detoriation of the patient’s clinical behavior after the 
suicide attempt. 

On June 27th, motion pictures of hypnotic age regression were made. 
On July 3rd, EEG studies in the early age levels were made. In the period 
from April 30th to July 5th, twenty-seven Rorshach studies and other 
psychological tests were made of the conscious personality and in age regres- 
sion. Beginning June 30th, an analytic investigation of the multiple per- 
sonalities was begun. The dreams of each personality were analyzed by 
means of verbal free association and simultaneous automatic drawing and 
writing. Butch and Henry used both hands automatically but only the 
right hand with open-eye trances. 

Beginning on July 11th, Henry emerged as the dominant personality 
and as Butch retreated into the background more and more of the earlier 
phases of the patient’s personality came into prominence. On July 12th, a 
personality younger and more deeply submerged than Henry was indicated. 
The patient had slept the night before in hypnosis at age five. The patient 
reported no dreams. However, Henry reported a dream of playing football. 

“There was a small boy who kept urging me to be more aggressive. The 
boy was four or five. He was broad-shouldered with ragged clothes and boots 
on. He kept telling me to face forward and not let anything stop me. I 
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knew if I let him he’d take my place and make me look like a jackass. It 
wasn’t a game to him. It was a thing he had to do and nobody was going 
to stop him.” 
(What did they call you when you were the size of this boy?) 
“Little Harry.” 

In automatic writing, telling this dream, Henry wrote the word “Harry.” 
When he opened his eyes to look at the automatic writing, he immediately 
said, “Harry, the boy next door.” Never, not even in age regressions, were 
we able to get further information on this, so that we do not know whether 
Harry was a fantasy playmate or a real boy with whom the patient could 
have identified. Later in the same session, Henry drew a picture of the 
little boy he saw in the dream. Many days later, the patient brought a photo- 
graph of himself at that age and there was a striking resemblance between 
the photograph and the drawing that Henry made. 

Butch was contacted later in the session and was asked how things were 
going. 

“I don’t like it. Henry’s a goddam little fool. He wants to run away.” 

After much resistance, Butch reported he had had a personal dream which 
as usual he refused to discuss. 

On August 8th, Dr. Zigmund Piotrowsky predicted that there would be 
another personality. He based this on the variety of M and FM responses 
in the patient’s conscious Rorshach which were not fully accounted for in 
the Rorshachs of Butch and Henry, though each seemed to be an incom- 
plete person and the two together did not equal Dick. There was something 
missing. 

On August 10th, we realized that this personality was trying to emerge. 
On that date the dream of all the personalities contained an element of 
someone knocking at the door. 

The patient in his conscious personality of Dick reported the following 
dream and its associations: 

“I had a dream about the time I cut my finger. (shows a scar) . I used to 
play with a girl next door, Dolly. I didn’t like the way she wanted to play 
with me. I think she used to want to play with my penis.” 

I told her I would tell her mother. She got a knife and tried to jab me 
with it. I tried to take the knife away from her and cut my finger. I ran 
home, pushed the doorbell, ran upstairs to the bath room and held my hand 
under the running water. When it didn’t stop bleeding I pressed my thumb 
on it. | never let my mother know it. No one ever knew. I was about four 
and Dolly was seven.” 

“In the dream we were the same age, but she was giving me a bandage on 
a large spool like electrician’s tape and was telling me it was all well. The 
door bell rang. I woke up and realized it was really the door bell ringing 
and I went out and found the elevator man stuck. He had a key in his hand 
but did not know how to use it. I told him to unlock the door and walk 
upstairs. When I went back to bed, I couldn’t sleep and watched the dawn.” 

On the same date, the personality of Henry reported the following dream 
in hypnotic session: 

“I was talking to little Harry. I can’t figure it out. I thought this kid was 
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talking to me. I thought his name was Little Harry. He was about three or 
four. He had boots on, a little ragamuffin with pockets torn, no buttons 
on his coat, he had ripped them all off. 1 couldn’t make out what he said. 
He was sore about something. He said, “You can’t keep me here.” He was 
getting tough about it. I didn’t know what he was talking about. That's 
all.” (You will have the dream again.) 

“That little son-of-a-bitch. He rang the door bell and stood in doorway. 
He had blood on his finger. He said, “You're a big bastard. It’s going to 
take more than that to stop me. There is somebody inside who wants to 
talk to me.” I shut the door in his face and he started pounding on the door. 
I heard somebody inside the house say, ‘He’s got as much right in here as 
you have.’ That’s all. The littie twirp. He was dressed the way I dressed 
once. He needs his mouth washed out. He used language he never even 
learned. He sounded like a Barbary pirate, used a lot of bad language. He 
said, “There’s no use going to sleep, I'll just wake you up.’ ” 

Simultaneously in automatic writing Henry scribbled: 

“You bastard you can’t come in.” It was explained to Henry that Little 
Harry wanted to talk to me as previously he had wanted to. Henry prom- 
ised to let me talk to him, but he felt that he could handle Little Harry 
better than I could. He would smack him and make him keep his “dirty 
mouth shut.” 


In the same hypnotic session, the personality of Butch said at first that 
he had not dreamed: 

“I heard a commotion at the door and kept out of it. (laughs) . Somebody 
had his hand full. Yes, I did dream something. I dreamed somebody wanted 
to come in and there was an argument and the door was slammed and | 
don’t know what it was all about.” Butch wrote automatically. 

“That woman said he had as much right here as anybody else. Damn that 
woman, if she hears that brat she’ll start wanting to talk to him and there'll 
be more hell to pay than if there were two wildcats loose. She asks things 
that that kid will talk his guts out about...she’s trying to change things 
around. If we just ignore this little thing I am sure that she'll forget all 
about him and we'll tell her it was a dream that doesn’t mean anything. We 
have to be careful or she will not believe it. One way is not to dream because 
she always catches these things before we can ever get our story straight- 
ened out.” 

The hypnosis was deepened and the patient was permitted to sleep for 
five minutes. Then the author asked to speak to Little Harry. For ten min- 
ites there was intense resistance on the part of the patient. He gritted his 
teeth and cried, “No, No, No.” Finally after intense domination and repe- 
titious command, the personality of Little Harry was allowed to emerge. 

(What is your name?) “Harry, why don’t you ask me mother?” 
(What have you been doing today?) “Trying to keep on, have some 
fun, playing, fighting, having a good time.” 

(Anyone keeping you from it?) (Makes a face.) “Don’t get a 
chance. Henry and Butch have all the fun. There isn’t any fun. 
Don’t keep asking me ‘What,’ you sound like an old woman.” 
(Who am I?) “You're that woman trying to shove Dick, Butch and 
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Henry around.” 
(Do you mind?) “You just don’t understand. A smack in the kisser 
would take care of them. You nearly let them go. You let that furry 
tongued southerner mush mouth put stuff in them to make them 
sleep. I kept beating their brains out to keep awake because they 
had enough stuff in them. I don’t care if they sleep but not when 
they are so full of that stuff.” 
(This refers to the suicidal toxic delirium.) 
(What were you afraid of?) “They'd die. I don’t know. They had 
too much.” 
(Did they take any extra pills?) “I guess we better start over. We 
don’t answer that kind question.” 
(You don’t have to answer any questions you don’t want too.) 
“If anyone makes any trouble for Dick and Henry, I'll make it. 
I started a fight. You told Dick, Butch mustn’t fight. Couple days 
ago — but I fixed them. (laughs) First I offered to fight him but 
he wouldn’t. He was smart. I wished to Christ I’d bopped him. 
You'll go telling people I swear. I’m not supposed to swear. That's 
why I don’t say much. They pop out. I like cuss words. My grand- 
father always says, ‘B’ Jesus tree, B’ Jesus coat.’ If I said it I'd get 
spanked. Nobody spanks him.” 
(How old are you?) “Four. I like cuss words. I learned some good 
words at the horse barns. Feed the horses, water them. If you do 
anything wrong you get hit.” 
(What else do you like to do?) “Eat, but if you have a lot of food 
in your stomach you can’t run.” 
On August 12th, we took little Henry to the playing room. He was utterly 5 
delightful in his mischievous activity. He named Dr. Gidro-Frank “Butchie” 
and the psychologist “Gu-Gu” (the name of his Kaffir nursemaid.) He smiled 
broadly when handed a toy boat and said “a boat.” 
(Tell us about a boat?) “Last month, I came from Africa. I like it 
better in Africa. It’s cold here. It snows. I got wet, that makes me 
sick. I got sick last month, my mother cried. I stayed in bed. I 
couldn’t swallow. They cut my throat out. They put something 
over my head and told me to smell...went to sleep. Then I 
couldn’t swallow. They did it in the kitchen. There was blood all 
over me. Some woman held me. She put something white on my 
| face. I held my breath and she told me to smell. She stuck me with 
a pin, right here. My mother, was crying. The woman had a white 
hat. There were two men in back of me. I went to sleep. My 
throat is still sore. I had bad dreams. When I was sick a woman 
was throwing boxes at me. Some day I'll grow up and cut her 
throat with a knife.” 
Later Little Harry spoke of a time “A long time ago when I was the only 
one when I was four”: 
“I messed in my pants. I was locked out. I couldn’t help it. Mother 
went shopping and locked me out in the street. When she got back 
I was waiting for her in the hall. She said I was a bad boy and she 
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wouldn’t believe me. She said I must be a good boy and not make 
trouble for my mother. I knew then I must try to please my mother 
and everybody.” (While he told this his hand kept coming up 
to his face as if he were knocking something away. When asked 
why, he said:) “Things coming at me. Big things. Hitting my eyes. 
Big boxes, they always do when I’m sick.” “I hate women. They 
always tell on me. Mother let Susie (his dog) out of the house. She 
got bitten. Mother didn’t like Susie. She didn’t want me to have 
Susie. When Susie died, Father told her now she’d be sorry and that 
I'd never love any other dog. When mother got a dog, I wouldn’t 
look at it. But that hurt, too.” (cries) 

The personality of Little Harry who thus emerged was at all times four 
years old and events were invariably placed at “a month ago.” At times 
his vocabulary was that of a four-year-old; at other times it was completely 
adult. He always used his left hand. At one time he would be in contact 
with his four-year-old environment: at other times with his current situation 
at home and in the hospital. He was cheerful, active, mischievous, imitative 
and aggressive. His personality was clearest and sharpest in the first few 
weeks of emergence. He became progressively more depressed as he recalled 
the death of his dog, Susie, his tonsilectomy, and fears of mother’s aban- 
doning him, as he began to share in the bitterness of his 42-year-old ex- 
istence, his life with the wife and children, the confining work which Butch 
had brought into his life, to whom he felt no relatedness. Then followed a 
dream in which he was being drowned in a bathtub by Dick. At this point 
he too accepted suicide as the only solution. 

Briefly the Rorschach studies on Dick (conscious) 4/30/46 and 8/8/46 
show no deterioration or dissociation sufficient to account for a personality 
split off. Dick reflected all of the hypnotic personalities. Neither Butch nor 
Henry were complete personalities; Little Harry was, however. 

Butch was the only schizophrenic personality. He was also the most 
seriously suicidal and the most open in his hostility to women. Henry 
showed the same schizoid type of withdrawal as Dick, but more active, 
kinder in his attitudes towards women and while depressed was not sui- 
cidal. Little Harry was the most outgoing and aggressive of them all, but 
he too showed depressive trends. 

That Butch and Henry may not have been clearly defined is suggested by 
Rorschachs done 7/5/46 by Dr. N. S. Vahia as compared to those of 8/8/46. 
Two significant percepts are interchanged yet the overall records of Butch 
and Henry are substantially the same. 

On card II Butch’s earlier “Nun Praying” becomes Henry’s a month later 
and on card VIII Henry sees a “girl hanging by the neck,” a month later 
Butch sees a “woman hanging by a rope,” “a woman gone down to hell by 
some man.” 

When the content of the response to the same Rorschach stimulus is un- 
derstood not only as a projection of attitudes, wishes, and fears towards the 
symbolized figure seen but also as the identification with this figure, the 
changes in percepts reveal further differences in each personality. 
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Card Il 


Dick sees “Two dogs walking away from each other.” Butch sees “Two 
dogs sniffing at each other.” Henry sees “Two Nuns praying,” and Little 
Harry sees ‘““T'wo female negroes dancing a Kafhr dance.” 


Card VIII 


Dick conscious sees a “doll hanging by the neck.” Butch sees a “woman 
hanging by a rope. A woman gone down to hell by some man.” While Henry 
sees “a loving cup with a lid on it.” 

About two weeks before this was taken, Dick entertained and somewhat 
terrified the ward by having a doll hanging by a rope with a hangman’s 
noose about her neck and pins stuck through her chest hanging to the 
window shade. He added to this tales of voodoo magic from Africa and the 
West Indies. In hypnosis, Butch saw the doll as the girl with whom he had 
had first intercourse, at the age of 22. He associated in mirror-gazing the 
rope with the snake swallowing the doll. 

This reminded one of the patient’s recurrent nightmare where a python 
drops on him from the roof of a cave, coils about him and begins to swal- 
low his head. In the mirror-gazing the pins stuck in the doll’s chest become 
a penis. This expresses his aggressive heterosexual wishes to penetrate and 
his fear of being engulfed by a woman. The patient had been seduced by 
a long line of older women, the first his Kaffir nursemaid, who, coming home 
from native dances, made him perform cunnilinguis on her when the patient 
was three or so. There were also male snakes who attacked him in other 
dreams and drawings — little ones — and in mirror gazing these would be- 
come his father in a bath tub with a proportionately large penis so that 
heterosexually or homosexually, he was in danger. 

Again on Card VIII Dick 4/30/46 sees “boars slinking” and in 8/8/46 
sees “pigs creeping forward” and Butch sees “dogs crouching” and Little 
Harry sees “cats walking without sound.” While these have definitely voy- 
euristic connotations I am reminded of Dick’s sleeping posture crouching, 
back to the wall ready to attack the attacker. In age regression or as Henry, 
he would stretch out relaxing in a normal sleeping posture. 


Card V 


Dick sees “children resting against a pile of hay just thrown themselves 
into it”, giving up completely. Later in 8/8/46 he sees a “butterfly” without 
movement and an “animal disappearing into a hole or a thicket.” It is note- 
worthy that at this time the patient had no sex life except in dreams. Butch, 
also sees a “butterfly” without movement. Henry sees a “butterfly flying 
against the sky.” One can hope, I think he says. But a butterfly is fragile 
and the winds are strong. Little Harry a few days later, sees “a horse run- 
ning through a cloud” and had just used a cloud that session to cover his 
finger painting of his nude mother. A horse could certainly hope to pene- 
trate a cloud without disappearing. 


Card VI 
On Card VI, Dick sees ‘‘a snake” as does Butch. Henry sees “a tattered 
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flag still flying on top of a castle.” This refers to the legend that his father 
was one of three survivors of a Boer seige and massacre. Again, one sees 
Henry fluttering the last hopes of his masculinity. Little Harry sees his 
“snake under a blanket, he crawled under it.’”” Apparently masturbation was 
still safe if no one could see. Once in age regression he talked of mastur- 
bation under the porch. “God could not see down there.” 


Card I 


This repression of sexual aggression occurs also on card I where Dick sees 
“a naked woman with her back to the front of the picture” and “two monks 
walking forward.” Butch sees “ a naked woman holding a cloak in her arms” 
while Henry sees “a cat’s head” and Little Harry sees “a filthy black cat 
laughing about not washing himself.” Little Harry always loved getting 
dirty. He would get finger paints all over his face, in his mouth and ears 
and have a grand time refusing to wash up. I would have to have Henry 
wash up carefully for Little Harry because if Dick discovered a trace of paint 
on his face, a taste of candy in his mouth, or a shoelace untied he would 
become frightened and then very angry. 


Summary 

This paper is a preliminary report presenting only that portion of the 
material on one case depicting the actual process in which the multiple 
personality structure was uncovered. Due to space limitations only the more 
manifest dynamic material which was involved in the emergence of the 
personalities (and equally we feel, in their submergence) is reported. For 
the same reasons only a brief indication of the Rorschach and other psycho- 
logical material is presented. The paper poses a number of problems which 
require further study and elaboration. 

Since the patient’s history gave no indication of fugue states or periods 
of amnesia, the possibility of the induction of multiple personalities by the 
hypnosis itself is considered and a careful noting of what occurred in the 
hypnotic sessions is made. In the authors’ opinion the multiple personality 
structure preceded the beginning of hypnotic work. 

The significance of an underlying multiple personality structure in a 
severely obssessive compulsive personality suggests that the obssessive- 
compulsive defense binds the underlying multiple personalities so that we 
have a conscious personality resulting that is conflicted, rigid, and cold as 
opposed to the hysterical dissociation in which the several personalities 
take turns in living out their roles. 

The use of dissociation to repress unacceptable drives and behavior 
in a repeated effort to develop, through new identifications, a successful 
adaptation to a changing and conflicted environment, as well as to permit 
expression of forbidden impulses is indicated. The result of such repeated 
dissociation was the severe impoverishment of the self. 

The Rorschach finding that one of the personalities was schizophrenic 
suggests that further study of this material may be of value in the under- 
standing of the development of schizophrenia. 

The question of the emotional and physiological state at the actual 
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moment of change-over from one personality might well lead to further 
understanding of the process of dissociation which appears to have correla- 
tions with the hypnotic state. 

The correlation in this case of extensive age regression studies with the 
co-existing multiple personality structure should prove a rich field for the 
study of personality development. 


54 West 9th Street 
New York 11, N.Y. 
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The Treatment of Patients with the Dumping 
Syndrome by Hypnosis 


Roy M. Dorcus' AND PHILIP GOODWIN 


The treatment of patients following subtotal gastrectomy is beset with 
many complications. The patients with whom we wish to deal in this pre- 
sentation are those whose eventual recovery is hindered or delayed by 
certain symptoms referred to as the “dumping syndrome.” 

Many of the patients following subtotal gastrectomy complain of one 
or more of the following symptoms: lack of appetite, aversion to food, 
aversion to particular kinds of food, nausea, vomiting, dizziness, sweating, 
cardiac palpitation, weakness, and weight loss. The extent of time that 
the symptoms persist varies from patient to patient. Some patients recover 
from their symptoms in a relatively short period of time, others seem to 
become chronic. When the latter occurs, the problem of management of 
the symptoms becomes acute and the weight loss may become so severe that 
a threat to the patient’s life arises. Intravenous feeding or rectal feeding 
may have to be undertaken. 

Partial removal of the stomach involves the removal of tissue of the 
stomach proper as well as the interruption of some autonomatic nerves and 
blood supply to the area. The removal of part of the stomach may result 
in the food passing through that organ much faster than usual. This gives 
rise to the term: “dumping” since the symptoms mentioned previously are 
supposed to be associated with the food being “dumped.” At one time it 
was thought that the symptomology was the result of unusual stomach 
contractions which take place in stomach motility. These unusual reflex 
movements were supposed to set up disturbances in the autonomic system 
which gave rise to the other symptoms under autonomic control. When 
adaptation to these unusual movements took place, the symptoms dis- 
appeared. The problem is, of course, much more complicated. It is a well- 
known fact that blood sugar instability in these patients gives rise to certain 
of the symptoms and means of controlling this instability are available. 
However, the loss of appetite, the aversion to specific foods, and the poor 
progress in certain patients gives rise to the idea that in some patients, at 
least, psychological factors may play a major role. As a result of these fac- 
tors, Dr. Ira Weiner undertook a study of the psychological characteristics 
of a group of patients who responded unfavorably to subtotal gastrectomy. 

In his investigation, “Twenty duodenal ulcer patients with successful 
results were compared to twenty patients having unsuccessful results. The 
surgical results were rated by explicit medical criteria. The two groups 
were selected on objective criteria and were roughly comparable in age, 
intelligence, and mean time of postsurgical evaluation. Both groups were 
given the group short form of the Minnesota Multiphasic Inventory includ- 
ing the Taylor Scale of Manifest Anxiety. 


‘University of California at Los Angeles 
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“Results indicated the unsuccessful group exhibited significantly more 
manifest anxiety than the successful group as measured by the Taylor 
Scale. The unsuccessful group also appeared significantly more neurotic 
than the successful group as measured by the ‘neurotic triad’ of the 
Minnesota Multiphasic Inventory. This difference was apparent when the 
scale means of the two groups on the neurotic triad were compared indi- 
vidually or taken as a unit. The magnitude of the difference was such 
that individual Minnesota Multiphasic Inventory profiles were sorted cor- 
rectly as to surgical result in approximately 87 per cent of the cases. Both 
the results and qualitative observations of the sortings suggest the criteria 
were adequate to differentiate successful from unsuccessful surgical results.” 

Since Weiner’s study indicated that the dumping syndrome and unfavor- 
able outcome of subtotal gastrectomy might be linked with anxiety and 
neuroticism, we felt that hypnotic relaxation (tension reduction) and some 
direct suggestions to increase food intake might be effective in relieving 
the difficulties of some of these patients. 

While our report does not deal with a large number of cases, the uni- 
formity of results obtained thus far on four patients seems to warrant 
consideration of hypnosis as a tool in dealing with some of these chronic 
cases. Of the four patients, three were males and one a female. They ranged 
in age from 29 to 54 years of age. Their symptoms had persisted from 
8 months to approximately 26 months. Two were patients in Wadsworth 
Hospital (Veterans Administration Hospital, Sawtelle Center) and two 
were patients referred by private physicians. 

The number of sessions required for remission of symptoms ranged from 
two to nine. The suggestions were directed towards reducing tension (pro- 
duction of relaxation), removal of fear of this condition, enhancing the 
olfactory qualities of food, and tue feeling of comfort with food or liquid 
intake. In other words, the hypnotic approach was directed toward symptom 
relief and no special effort was made to discover the psychogenic factors 
underlying their anxiety and neuroticism. Criticism of this approach may be 
made by some theorists, but the writer is prepared to defend his approach. 
Results on two of the patients have continued to hold for a period of two 
years. The other two patients have been treated relatively recently, hence 
little can be said concerning possible reoccurrance of symptoms. 

One patient is especially interesting since the kinds of food that produced 
trouble for him .* 2 good indication of the possible mechanisms involved 
in his case. This. © \as a negro house painter who had ulcers which were 
treated for a number of years with medication. He was kept on a bland 
diet and was fed largely on milk, eggs, and ice creams. Nevertheless, the 
patient’s condition became worse and subtotal gastrectomy was performed. 
Following this operation, the patient could not tolerate milk, eggs, ice 
cream or water. However, he had no difficulty with meat, cabbage, beans, 
chili, and beer. 

It is fairly clear that those foods which composed a large part of his diet 
during the preoperative period had become associated (or conditioned) in 
such a manner that they were intolerable postoperatively. Those foods 
that had not caused distress previous to the operation were tolerated with- 


201 


i 

ae 
i 


Roy M. Dorcus and Philip Goodwin 


out symptom arousal. When this conditioned situation was broken, the 
patient could tolerate all foods equally well and stress was placed upon 
food intake. 

In summary, four patients treated by a hypnotic approach have responded 
very favorably and remission of symptoms has uniformly occurred. 
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Multiple Sclerosis and Treatment by Hypnotherapy 
FOLLOW-UP AND FURTHER CASES 
GorDON AMBROSE, L.M.S.S.A. (England) 


Consultant Psychiatrist, Park House (Approved) School, Guildford, England. 
Late Asst. Psychiatrist, Prince of Wales Hospital, Tottenham. 


There has been little original work on the subject of Multiple Sclerosis 
and its treatment by hypnotherapy. Indeed little exists in the literature on 
the treatment of these cases by any psychotherapeutic manoeuvre. In an 
earlier paper (Treatment of a case of Multiple Sclerosis using Hypno- 
therapy, a paper read to the 5th Annual Meeting of the Society for Clinical 
and Experimental Hypnosis, New York Academy of Science, 1954.) the paucity 
of treatment was stressed and a case was described that made rapid progress 
after receiving a short hypnoanalysis. This case has been followed-up for 
2% years. The patient is now working as a Marriage Guidance Counsellor 
and reports to the physician that she remains well, gets about easily without 
a stick (impossible before treatment) and has altogether maintained her 
subjective improvement since the treatment. Because of the success of this 
treatment (purely from the subjective viewpoint) the author has been 
fortunate in being able to treat six other cases showing the signs and 
symptoms of Multiple Sclerosis. 

The outstanding characteristic of each of these cases treated by hypno- 
therapy and hypnoanalysis has been the attitude of hopelessness engendered 
in the patients by hospital treatment, or lack of it. It will be appreciated 
that the present day treatment of Multiple Sclerosis is, unfortunately, of a 
negative character. The word negative is used in the sense that patients 
cannot be told: “This will cure you, this will make you walk, this will 
' overcome the paralysis”. Furthermore many of these patients are used for 
teaching purposes in the larger hospitals and sometimes treated as though 
they have little insight and less intelligence. It is therefore not uncommon 
for a patient suffering this illness to hear from the very first diagnosis of 
the disease: “We can do nothing in these cases, there is no specific treat- 
ment.” etc. An air of hopelessness and helplessness by the medical staff 
cannot be conducive to the patient’s future well-being. 

It is unusual, in the writer’s experience, to be confronted with a case of 
Multiple Sclerosis not demonstrating an overlay of tension and anxiety. 
If any treatment, or lack of it, tends to subject the patient to added stress 
and subsequent tension, the avoidance of a “vicious circle of illness” 
becomes most difficult. The following modified case history illustrates the 
necessity of avoiding stress and pin-points the medical attitude, at least 
in some quarters, with regard to the psychological factors (apparently) 
involved in many of these cases. 

A male patient aged 35 was being treated for symptoms of mild Multiple 
Sclerosis. He had complained of two attacks of diplopia. The reflexes 
were in accordance with early sclerotic changes. Treatment had been pre- 
scribed with liver injections and medicinal arsenic. The patient himself 
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complained of anxiety and tension associated with the difficulty of living 
with his in-laws, he was particularly antagonistic to his father-in-law. When 
the antagonism reached a crescendo of emotional feeling it was necessary 
for him to “bottle” the aggression for the sake of his wife. Each time he 
suffered a relapse of his symptom of diplopia he admitted to a violent 
feeling of aggression (which he was bound to inhibit), a feeling of humili- 
ation and frustration and an almost overwhelming feeling of inferiority 
in episodes with his father-in-law. He said: “For the sake of my wife 
I suffered in silence.” He had repeatedly told this to the hospital doctors. 
Nobody appeared to be interested and he was eventually sent to a psychi- 
atrist by his psychosomatically orientated general practitioner. When the 
psychiatrist pointed out to the physician treating the case that, in his 
opinion, these factors should be treated if the medicine he was receiving 
was to give him the maximum of benefit, the reply from the physician was: 
“I am not aware of psychological factors in this case that could necessarily 
alter the course of the patient’s illness.” 

It is pertinent to add that the patient took the advice of the psychiatrist, 
left the home of his father-in-law by a great financial sacrifice, and recently 
wrote: “I feel confident that the future will see a great improvement in my 
condition. I am now more happy than I ever felt would be possible.” 

This case forcibly illustrates that the interchange of opinion between 
physician and psychiatrist, for the benefit of the patient, would seem to be 
of paramount importance but this integration appears sometimes difficult 
of achievement. 

It must be remembered that any follow-up in these cases is difficult. Due 
to long remissions, in the ordinary course of the disease, accurate research 
using hypnotherapy, or any psychotherapy for that matter, becomes difficult. 

The following three cases to be illustrated simply set out to show what 
can be accomplished for the peace of mind of the patient suffering from 
Multiple Sclerosis by using a technique aimed at placing the patient more 
in control of his organism. The patient is asked to take a more active 
participation in the relief of his symptoms. He should be taught auto- 
hypnosis. In the cases to be illustrated it was noticeable that a change 
occurred in the philosophical attitude of the patient. 

A somewhat thin frail-looking man of 42 gave a history of increasing 
difficulty with walking and balance since 1942. Before this time he was 
healthy, played games and had joined the R.A.F. as a fit recruit. 

In 1942 he was a rear-gunner in the Middle East. He first developed pain 
in the lumbar region, which prevented him sleeping longer than four 
hours. Diagnosed as sacro-iliac strain he was posted to the United Kingdom 
for operational service, but, to his surprise, was given two courses of deep 
x-ray therapy. 

In 1943 he was complaiaing of tingling in the right thigh muscle, this 
was of short duration but persistent. Repeated medical examination revealed 
no abnormality. 

In 1944 he awoke one morning to find that, without warning, his right 
leg was badly affected by tingling and the left leg mildly affected. From 
this day he walked with difficulty and he was removed to a hospital where 
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a lumbar puncture confirmed a diagnosis of multiple sclerosis. In June of 
that year he was invalided from the Service. 

From 1945 until 1950 he had several relapses and remissions and by 1951 
was complaining that both legs and hands were affected. By this time he 
also experienced dizziness and inability to balance at all. He squinted in 
one eye and suffered continual hiccoughs and needed constant hospital- 
ization. Until 1954 he suffered a gradual loss of abilities. By December of 
that year he had lost the use of his legs and complained of loss of power 
in the body and partly in the face. 

When seen for treatment he was walking with difficulty. He had a poor 
sense of balance but his general health was said to be good. Apart from 
these motor changes he had on examination slight nystagmus, more marked 
in the left eye, with some slight pallor of the temporal half of both discs. 
His speech was normal as were the fields of vision. The reflexes showed 
greatly increased knee and ankle jerks. The superficial abdominal reflexes 
were absent and there was an extensor plantar response. 

The patient proved to be an excellent hypnotic subject, eventually 
attaining a deep state. It was most noticeable at first that he suggested, 
after the first treatment, that he was a poor subject. It was felt that if he 
was to get the full benefit of treatment he must be shown that he had 
indeed attained the hypnotic state. Suggestions at the second interview 
that he would not be able to open his eyes, even if he tried with all his 
strength, proved correct and this test adequately satisfied the patient that 
he was in a state of hypnosis. From this point onwards treatment was 
effective and rapid. 

It was thought that the crux of the psychological situation lay in a sense 
of inferiority, present from an early age and exaggerated by incidents at 
school. This inferiority reaction was the reason for his determination to 
become a rear-gunner in the Air Force. He attained his ambition and 
was then face to face with certain difficulties. Being a man of courage he 
feared to show his fear, during and after operations, to his companions. 
He failed to realize, which is so usual in this type of personality, that his 
colleagues were just as frightened as he was. He was over-conscientious and 
this, and other factors, caused him to become more and more introspective. 
He tried to rid himself of the severe tension and anxiety by producing a 
psychosomatic reaction, i.e. the Multiple Sclerosis. It is .- very difficult 
in these cases to feel that one is being truly scientific, but there was some 
support for the above contention. The patient admitted that stress, i.e. 
responsibility in his civilian life which he found difficult to face, had 
caused a “relapse” of the symptoms in the past. 

After the second treatment the patient claimed that his improvement 
was startling. He had begun to pass people in the street, he had not done 
this for ten years. He noticed that when he looked upwards at an aero- 
plane in the sky, his balance appeared better and he claimed that before 
treatment this manoeuvre would have caused him to fall to the ground. 
He was seen only seven times and was given six treatments. Initially the 
treatment was hurried as the patient came from the North of England and 
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stayed in the South for only fourteen days. He was seen and treated on 
alternate days. 

A recent letter from the patient claimed that he had put on weight, 
had maintained his improvement and “feels altogether different, it is as 
though I have changed in my philosophy of this illness. Before treatment 
by hypnotherapy, I was so introspective, I had such a feeling of helplessness 
and hopelessness. The treatment I received changed all that. I have con- 
tinued with the auto-hypnosis and feel more confident of the future. 
1 cannot imagine that my improvement is just a remission, I have had 
remissions before and I feel quite different.” This case as in the others, 
will be followed up for years. 

The other cases to be described do not follow such a classical picture. 
There may be factors in the environment which are difficult to alter. The 
interpersonal relationships of the patient to other relatives seem sometimes 
to have a good deal of bearing upon the subjective improvement seen. 
Many of these patients display an apparent formula of psychodynamic 
orientated material. Thus the emotions of guilt, inferiority and humiliation 
seem readily admitted by patients. The usual concomitants of the psychoso- 
matic state are nearly always present, i.e. frustration, over-conscientiousness, 
excessive introspection, bottled aggression, etc. Hypnosis, generally at a 
deep level, would appear to withdraw much tension from these patients, 
seems to re-orientate their essential drives and produces insight in a greatly 
accelerated fashion. Patients should be advised of the intended regimen to 
be adopted in their particular case. So very often appreciativeness of this 
is early displayed and rapport is greatly facilitated. Transference, which is 
so often viewed with suspicion by psychoanalysts unversed in hypnoana- 
lytical procedure, is indeed of immeasurable benefit and can be dealt with 
simply and effectively towards the end of therapy. The writer has treated 
eight cases of Multiple Sclerosis by these methods and has not had any 
difficulty with the breaking or adequate handling of the transference situ- 
ation. Treatment, in any case, has not gone beyond twelve interviews 
of approximately one hour each interview and this might explain why 
transference problems are not to be expected. 

In all cases treated, except in the third case to be illustrated in this 
paper, the initial improvement in walking, following the first hypnotic 
session, was extraordinary. This fact is of inestimable value in the rapid 
treatment envisaged by hypnotherapy. The aim in these cases has been to 
place the patient more in control of his organism. No defeatist attitude 
must be tolerated. Patients are generally seeking a more positive approach 
to their problems, not only of these immediate symptoms, but to the 
resultant difficulties engendered by the illness itself. So many of these 
patients find their way to faith healers, Christian Scientists, divine healers, 
etc., and many have told the doctor that if they could have found a physician 
interested in giving them a positive approach to their illness they would 
have welcomed him with open arms. 

This aspect of things is well shown in the second case. 

A school teacher, aged 39, had been teaching until June 1951. In 1948 she 
attended her doctor because her upper lip “was rising slightly” and she 
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had “rather frequent attacks of pins and needles”. In February 1950 she 
became pregnant and had an easy confinement, but in September she 
became “‘cross-eyed with occasional double vision’. She was treated in 
a hospital but was told nothing about the condition. 

In 1952 whilst cycling she lost the use of her right leg. This was of a 
temporary nature but she noticed that she began to drop things and finer 
movements became difficult for her. She was again admitted to hospital, 
she was given bed-rest for six months and nothing was said about her 
not continuing her work. She wrote then: “It was a great shock to me when 
I was told that I would not get better and really to learn the nature of 
my complaint”. From this time the patient felt alone with her illness. The 
only treatment she received was from a nurse, who came each week to 
give her an injection. She knew what the injection was and felt that it 
could not help her in the slightest (Vitamin B12). 

Later she became slightly incontinent of urine. She found then that 
she had become more and more tearful and said that: “Unfortunately 
I cry for no apparent reason and although I spent very many happy years 
in an infant school, I now find that I am no longer so patient with my own 
beloved little son as I was with my class of forty-five-year-olds.” 

On hearing of a person who was using relaxation to help patients with 
her type of illness, the patient attended a course of “positive relaxation”. 
This consisted of lying on the floor and being told that mind triumphed 
over matter and she was “talked to” for some minutes. She admitted that 
she was helped by this treatment. 

During later hypnotherapy she made marked progress with her walk- 
ing, particularly was she enabled to walk up and down stairs easier. 
Unfortunately it was elicited that her husband was a “difficult person.” 
He was said to be unsympathetic and refused to see the hypnotherapist. 
The subjective improvement, in spite of his attitude, was marked. She 
was followed-up and a recent letter, one year after all hypnotherapy was 
stopped, stated: “I continue to get about, I am not so depressed or tearful 
as I was — indeed after the first treatment I have had greater control over 
my emotions than ever before. I am better with my child and this is a deep 
source of comfort to me”. She continues with auto-hypnosis, which she was 
taught from the first session. 

The third type of patient to be described is the person forced to take 
to a chair or bed. In these cases hypnotherapy will be found to be useful. 
In these patients the negative reaction will be very obvious. The chronic 
sufferer may have had many years of injections, tablets, medicines or the 
like, without the positive suggestions that the sufferer must hear if he is 
to be placed in control of his organism. 

A male patient was first seen complaining of double vision when he was 
29 years. Five years later he had lost the use of his legs. There was increasing 
rigidity of his legs and arms and weakness of his legs. This condition had 
been rapidly progressive and the wife, a professional person, was worried 
by the apparent neglect of her husband. The hospital could do nothing 
further for him. 


When the patient was first examined the lower limbs were grossly 
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affected. Spastic paraplegia was present in both legs with weakness and 
rigidity. A good deal of wasting was present. Walking was virtually 
impossible, he could only drag his legs while supported. Incontinence of 
the bladder developed early and later he required a supra-pubic cystotomy. 
This had been closed and the patient passed urine normally, however, 
there was a chronic cystitis present and Bacillus Coli was grown on culture 
of the urine. He displayed the classical scanning speech, nystagmus of the 
eyes and intention tremor (Charcow’s Triad). He admitted to being 
depressed and tearful. 

He had been treated by a faith healer some two years before he was 
seen for hypnotherapy. He thought that the healer had helped him. Recently 
a friend had been “exploring him psychologically.” This friend had read 
a book on hypnosis and advised the patient to “get some”. The patient’s 
doctor was not adverse to hypnotherapeutic treatment for his patient. 

Direct hypnotic suggestion was used. There was some difficulty at first 
in persuading the patient he was in the hypnotic state. Nevertheless 
suggestions were given that he could face his illness positively. He would 
feel a sense of power in his arms and legs and he would always control 
the symptoms of his illness, he would never let the symptoms control him. 
Some time was spent in explaining how a patient might experience 
subjective improvement once he feels in control of his organism. 

After two sessions, at weekly intervals, the left arm which had shown 
gross intention tremor on being raised at any level, became, much to the 
patient’s astonishment, a great deal steadier. His wife, a good witness, 
claimed that he appeared less worried, less tense and emotional and “easier 
to handle”. He was seen six times in all and taught auto-hypnosis from the 
first session. On the last occasion he was seen his wife was placed en rapport 
with him. She proved an apt pupil. She regularly hypnotized him. She 
gave him direct hypnotic suggestions that he would feel happy and well, 
that he would feel more in control of his own symptoms, would make 
the maximum efforts to walk and talk and would endeavour always to be 
in control of his own organism. 

In these cases, where gross organic change is to be found, it is essential 
that the patient is not left to his own devices. Occupational therapy has, 
in the past few years, played an increasingly important part in the over- 
coming of the negative reaction in the chronically ill patient. It will be 
found that hypnotherapy can aid a patient to a greater control of his 
psyche, how much the soma can be aided and abetted, even after the 


organic change has occurred, merits careful research work and long 
follow-up of cases. 


Summary 
Present day treatment of multiple sclerosis appears inadequate from the 


psychological view point and patients are too often forced to show a nega- 
tive response to their illness. 


Six patients have been treated by hypnotherapy with marked subjective 
improvement. Three of these cases are described. 


The aim in these cases is to put the patient more in control of his 
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organism. Patients should be told that their symptoms must never control 
them, they must control their symptoms. 

The very nature of the illness prevents the medical attendant from 
feeling scientific in his approach to these cases. Long follow-up is a 
necessity but much subjective improvement is possible using hypnotherapy. 

In the hypnoanalytical approach the usual exaggeration of the emotions 
allied with the psychosomatic reaction will often be found. Hypnosis 
appears to produce a rapid lessening of tension and anxiety in these cases. 

A deep state of hypnosis should be aimed at and auto-hypnosis must 
always be taught. It is sometimes useful to place a trusted person en 
rapport with the patient to carry on with positive and direct suggestions. 


115a, Harley Street 
London. W.1. 
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Hypnotherapy and Stuttering 
McCorp, Px.D. 
Is hypnotherapy valuable in treating some cases of stuttering? 


Examination of standard works on stuttering and speech therapy indi- — 


cates such texts generally either fail to mention hypnotherapy at all, or 

gloss over the subject with negative overtones in a paragraph or so. 
This contrasts sharply with the standard literature on hypnosis and 

hypnotherapy which reports case after case in which hypnotherapeutic 


techniques have been used with varying degrees of success with stutterers. — 


To be specific from the standpoint of the speech literature, Van Riper*25; 


West, Kennedy and Carr?8; Parker; Johnson®; Johnson et al’; and 
Anderson? make no mention whatsoever of hypnotherapy in their indexes. | 

Gottlober? deals with hypnotherapy for stutterers in a paragraph and © 
states, “To our knowledge there are no reports in the scientific literature © 
of permanent changes being effected by this technique.” He mentions © 
briefly a 50-case research study which he conducted and which involved | 
unsuccessful efforts to treat stuttering through hypnosis. He does not, — 
however, discuss the particular hypnotherapeutic techniques used, and so | 


the reader is unable to evaluate his methods. 


Barbara’, writing from a psychoanalytic frame of reference, says that | 
although “hypnotism” may produce an immediate lessening of the stutter- | 
ing difficulty, it accomplishes little or nothing in inducing a change in the | 
total personality. He gives no indication however of his definition of | 
“hypnotism,” or what hypnotherapeutic techniques he may have had — 


in mind. 


Material on stuttering therapy found in the hypnosis literature frequently _ 


has a more favorable tone. 
To exemplify, Rosen'® discusses the case of a 21-year-old college sopho- 


more (female) who suddenly developed such a severe stutter she was forced — 
to drop from school. In addition to the speech difficulty, the girl, Edna B., 


had experienced a number of convulsive episodes recently. 


When Rosen first saw the girl, her stuttering was so marked it was — 
“impossible to understand what she said.” Edna B. underwent a program | 
of “therapy under hypnosis” with Rosen. He interviewed the girl thirty- — 
three times, in sessions lasting from one to two and a half hours each. | 
At the end of this time, all the girl’s stuttering symptoms had disappeared, — 
and she was able to return to college. He indicates that once back in © 
school, she began averaging 95 in the subjects taken, obtaining the best | 


grades in “oral recitation.” 


She remained symptom-free for four and a half months. Then Edna B. | 
returned for an additional four treatment sessions after hints of her former © 
convulsive behavior returned. Following this brief second course, there was | 


no relapse during a six-year follow-up period. 


In his text on hypnosis, Rhodes**, mentions that some functional speech ) 
*Van Riper briefly mentions an article on hynotherapy and stuttering by Levbarg in his ) 


bibliography. 


210 


| 
| 


Hypnotherapy and Stuttering 


disorders may respond to treatment by post-hypnotic suggestion. He in- 
cludes stuttering in this comment. He simply makes mention of the fact, 
however, and does not present supporting case history material. LeCron™ 
points out he has had considerable success with some stutterers using “1yp- 
nosis as an adjunct to speech therapy. 

Levbarg"*, a medical doctor, discusses the hypnotherapy of speech disor- 
ders, including stuttering. He indicates he uses hypnosis to train new habits 
into the individual, to improve morale, to overcome psychic resistance, etc. 

Levbarg discusses two cases (cited also in Rhodes") in which stuttering 
was a symptom. One, a 24-year-old male shipping clerk, was a “stammerer”’ 
who also complained of severe headaches. The headache was relieved at the 
first hypnotherapeutic session. The patient received three treatments a 
week and at the end of a month “correction in speech was evident.” Levbarg 
eventually got the man to the place where he could speak before strangers 
and was about to begin studying for the ministry. The relative lastingness 
of the “cure” was not clear. 

Levbarg also discusses the case of a 41-year-old music teacher, who, “due 
to emotional shock,” suffered from blocking in her speech, a jerkiness in it, 
and sometimes her speech was entirely “disturbed.” Levbarg said weekly 
sessions under hypnosis “inspired confidence and better control of the voice.” 
She was still under Levbarg’s care at the time his article was written. 

Watkins** discusses use of hypnotherapy with stuttering. An important 
case discussed dealt with a 2i-year-old army pfc who re-developed symp- 
toms of stuttering while attending OCS. The youth had had a mild “speech 
defect”’ in younger days, but managed to conquer the difficulty by the time 
he reached high school. 

Apparently the soldier, as a result of the strains of officer candidate 
school, suffered a return of symptoms. At any rate, when Watkins first saw 
him, he stuttered so badly he could “hardly speak a coherent sentence.” 

The patient was given a course of psychotherapeutic treatment involving 
hypnosis, and was provided insight into the conflict of which his stuttering 
was an apparent symptom. The psychotherapy was continued over several 
months, and at the end of that time the stuttering had disappeared. Several 
weeks following his separation from the army, there was no sign of a return 
of symptoms. 

Ambrose! in discussing his work with a children’s psychotherapy clinic in 
England indicates hypnosis is useful in the treatment of “stammering.” 
Brenman and Gill* make brief mention of hypnotherapy with speech dis- 
orders including stuttering. 

Wolberg*® devotes a section of his book to the use of hypnosis in speech 
therapy with particular emphasis on stuttering. He stresses the techniques 
to use, rather than a presentation of case histories dealt with. 

The heart of Wolberg’s discussion indicates that treatment of stuttering is 
carried on on two different levels. The two goals are treatment of the speech 
defect and treatment of the deeper emotional problem causing the stuttering. 

He recommends a re-educational, guidance type of approach and a per- 
sonal, re-educational and, where necessary, a modified analytic approach. He 
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points out hypnosis may be useful in achieving either or both objectives. 

References to hypnotherapy and “stammering” occur in a text edited by 
Schneck**. Elsewhere, Schneck*! himself reports the case of a 17-year-old 
high school student who stuttered. Hypnotherapy was initiated. “Initial 
improvement was followed by relapse, but a second improvement was more 
lasting,” Schneck points out. “The prognosis would appear to be guarded 
although the outlook should not be pessimistic.” 

Salter’*, who holds to a “conditioned reflex” theory of hypnotism, devotes 
a chapter to stuttering. He points out relaxation is “conducive to good 
speech,” and that autohypnosis is helpful in this connection. 

Van Pelt** discusses a number of “stammerers” who were helped through 
hypnosis. Interestingly, he makes the observation “... it is astonishing how 
people will suffer with such a distressing complaint when there is such a 
simple remedy at hand.” 

¥Estabrooks® gives the general comment about hypnosis and stuttering that 
“Hypnotism has its list of cures and also its list of failures. It is a very curi- 
ous thing to note that the stammerer is generally a fairly good subject. 
Moreover, he will usually talk without any difficulty in the hypnotic trance. 
This is so much a relief to the sufferer that the writer has had cases in which 
the stammerer refused to wake up, pleading to remain hypnotized just a 
little longer so that he could really enjoy talking.” 

LeCron and Bordeaux’ deal with the relationship of hypnosis to stut- 
tering in a number of instances. Among their references, they mention the 
case of a 27-year-old man who had stuttered ever since he could remember. 
Apparently, the difficulty started when he was frightened by a fire as a child. 
The authors indicate he “. . . ceased stuttering after a few hypnoanalytic 
sessions.”” One of these authors also reports a case where a man was freed 
of stuttering symptoms after a single hypnotic session. A year later he was 
still symptom free. 

Van Pelt et al?* discuss the case of a man stutterer who was frightened in 
childhood, and became “speechless with fear.” Thereafter, the man suffered 
from a severe stutter. Van Pelt used hypnosis to aid in the diagnosis of the 
case. He also taught him to “relax” and gave suggestions which apparently 
had therapeutic value. The patient improved rapidly when treated on these 
lines and was able to continue his career (student) which had been seri- 
ously threatened by his “stammer.” 

Van Pelt also discusses “stammering” in general in one section of his book, 
and indicates he has successfully helped persons so affected. He concludes, 
“Hypnotherapy can offer great hope for the little sufferer (who stutters) , 
but must be employed early in the condition to be of greatest value.” He 
also indicates “It is difficult to cure this condition (stammering) .. . after the 
age of forty.” 


Conclusion 


On the basis of the evidence presented, it would seem indicated hypno- 
therapy is a technique deserving further attention by research-minded speech 
pathologists with hypnotherapeutic training and skill. 

In this connection, no doubt, special attention should be given to the 
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relative permanency of the so-called “cures,” for frequently the hypnosis 
literature is not clear on this point. (Unfortunately, relief from stuttering 
can be adjudged “permanent” only if the individual remains free of the 
ailment until he dies. Hence, perhaps research in the area should be under- 
taken only by individuals who anticipate personal longevity.) 

Also, it is indicated speech pathologists who research in hypnotherapy 
should select and report on their techniques with care. Many hypnothera- 
pists agree, for example, that a straight suggesting-away-of-symptoms tech- 
nique seldom results in a lasting behavior change with many subjects. Un- 
fortunately, this relatively “weak” technique is often the only one known 
to persons not familar with the hypnosis literature. 

However, authorities indicate more lasting behavior changes are often 
brought about when more sophisticated hypnotherapeutic techniques are 
used — techniques such as psychotherapy under hypnosis, abreaction, hyp- 
noanalysis, emotion intensification, projective hypnoanalysis, memory change 
during age regression, attitude modification, etc. For excellent discussions of 
these more advanced techniques see Brenman and Gill*, Watkins**, and 
Rosen**. For an excellent basic book on hypnosis, see LeCron and Bor- 
deaux*’. 

Finally, research workers should investigate the possible value of provid- 
ing even temporary freedom from stuttering symptoms for some patients. 
Perhaps some individuals would find it desirable to return for further hyp- 
notherapy periodically, even as the hayfever sufferer returns to his allergist 
each year for a shot in the arm with the onset of the ragweed season. 
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A Comparison of Hypnotic and Waking Learning 
of the International Morse Code 


ALDEN B. SEARS 
University of Denver 


After a survey of the literature in the field of hypnosis, no studies were 
found which were directly comparable to this particular experiment. Pre- 
vious experiments differed in the following ways: 


1. Much of the learning in previous experiments was done in 
the waking state and the amount of learning was determined 
by recall under hypnosis. 


2. Some of the previous experiments were concerned with the 
learning of nonsense or meaningful material, but none were 
concerned with symbol learning. 


3. Because of the nature of the material learned in previous 
experiments, the number of sessions varied for each person 
and the criterion for learning was one perfect performance. 


In this experiment time was kept constant and errors were 
recorded. 


4. In previous experiments there was no practice to increase 
efficiency after the initial learning. 


Clark L. Hull (4) listed 102 outlines of experimental projects and pro- 
cedures for examining hypnotic phenomenon and included an outline of 
an experiment concerned with the question as to what extent, if any, 
positive suggestion can accelerate, and negative suggestion retard, the rate 
of learning. This study is concerned with the extent positive suggestion can 
accelerate the rate of symbol learning and increase efficiency in practice. 

There are several experiments which have been written in the literature that 
are concerned with the effect of hypnosis on learning nonsense and meaning- 
ful material. Gray (3) conducted an experiment to determine whether spell- 
ing can be taught more readily under the influence of hypnosis than in the 
waking state. A group of six who were known to be weak in spelling 
learned how to spell one list of words while in hypnosis and another list 
while in the waking state. This investigation found only a small improve- 
ment in hypnosis; the total difference in favor of hypnotic learning was 
1.92%. Weitzenhoffer says, ““There may, however, be some question of the 
general validity of his (Gray’s) results since he used subjects who were 
known to be weak in spelling. Whether or not hypnosis could improve their 
spelling ability would depend, in part, upon what caused the weakness. This 
is particularly important in view of the small number of subjects that were 
used” (6, p. 166). 

Huse (5) performed an experiment on the recall of recently learned non- 
sense material and found that there was a slight mean tendency for recall 
24 hours after learning to be better in the normal state than in the trance 
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state. White, Fox, and Harris devised an experiment to test hypnotic 
hypermnesia for three types of recently learned material. These results con- P 
firmed those of Huse, and the investigators reported that “Hypnosis con- 
ferred no benefit on the recall of paired nonsense associates learned the day 
before, but it created substantial hypermnesia for meaningful poetry and 
there was some evidence for a similar gain in the case of moving-picture 
scenes without captions or plot” (7, p. 102). 

Cooper and Rodgin (1) made a comparison of two methods of learning 
paired nonsense syllables. In one method, the subject copied the syllable 
5 times while awake; in the other he hallucinated the writing of the syl- — 
lable under conditions of time distortion in the hypnotic trance. After the 
subject had been hypnotized, his sense of time was altered and he printed 
the letters only in his imagination. Only 5 seconds were allowed for the 
trance study but, to the subject, the study period seemed to last 4 or 5 
minutes. The results indicate that the study in the trance state in distorted 
time was more effective than that in the waking state. Under hypnosis, 
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the subject was able to master in only 7.4 seconds what it had taken him ¢ 
$1 seconds to learn while awake. Tested after 24 hours, he had retained i 
more of what he learned under hypnosis and could re-learn the forgotten | 
material in less time. However, Cooper and Rodgin’s investigation differs \ 
from the present one in the type of material learned and in the fact that t 
the present instructions to the subjects included no suggestion of time dis- i 


tortion or an altered subjective sense of time. In Cooper and Tuthill’s (2) 
experiment with time distortion in hypnosis and motor learning, the in- 
vestigators state that there is no evidence which would indicate that the 
learning process itself is facilitated by such practice. The motor learning 
involved was the writing of words and sentences with the subordinate hand, 
and the practice was done under conditions of distorted time in the hypnotic 
trance. 

As previously stated, no other studies were found which are directly com- 
parable to the present one. In the majority of those studies which are related 
to this experiment, most of the evidence indicates there would be no im- 
provement in learning and retention. Therefore, the Null Hypothesis was 
used, stated thus, “The learning of the Morse Code will not be improved | 
by the use of hypnosis.” | 


Experimental Design 


In order to test this hypothesis, it was determined to use two groups of | 
subjects, individually matched on the basis of the Otis Quick Scoring Mental 
Abilities Tests, Gamma Test, Form D. The experimental group would 
consist of 25 good hypnotic subjects who had previously been trained to go 
into a medium trance state (according to The Davis and Husband Hypnotic 
Susceptibility Scale) on counting to ten. This group would memorize the 
characters of the Morse Code and practice receiving the code while hypno- 
tized. A control group of 25 subjects, after having been individually matched 
with the experimental group on the basis of the Otis test results, would 
learn the code characters and practice receiving it while in the waking 
state. All subjects would be university students who had volunteered to 
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participate in this study. Each person would be paid $1.00 per hour. 


The materials to be used in this study are: 


1. White 5x 8 cards (for the initial memorization of the code) 
on which were printed the alphabet, numbers, and common 
punctuation marks, each being followed by its appropriate 
code symbol. 


2. An Instructograph, made by the Instructograph Company 
of Chicago, Illinois, equipped with an extension speaker 
which would be positioned above the practice table. Only 
tapes 1-5 would be used. The Oscillator tone would be set 
on medium pitch, as this seems to be the most pleasing and 
easiest to read. 


3. A stop watch to be used for timing the tests. 


Each subject would spend 30 hours in Morse Code instruction. The time 
during which each subject would participate in the experiment would de- 
pend on his own schedule. Each week he would spend two or three hours 
learning and practicing the code, these hours to be arranged at his con- 
venience. It was endeavored to group from two to six subjects together at 
the same hour. Thus this would be classed as group practice rather than 
individual practice. 

The first 10 hours would be spent in memorizing the code symbols, which 
would be printed on a white 5 x 8 card, and in receiving the code to gain 
practice in speed. Each subject would be allowed as much time as he needed 
to memorize the code symbols, and he would not start receiving the code 
from the instructograph tape until he had completed the memorization. 
During the remaining 20 hours in the experiment the subjects would receive 
the code from the instructograph tape at increasing rates of speed. 

Proficiency in this type of learning can be tested, either for mistakes 
made in receiving transmitted signals at stated rates, or on speed of recep- 
tion with no mistakes. 

In this study it was determined to test all subjects at the end of each 10th 
period of instruction as follows: At the end of 10 hours all subjects would 
be tested, in the waking state, at the speeds of 5 and 7% words per minute. 
(As is common practice in radio telegraphy, 5 characters constitute a word.) 
The mistakes would be noted and the two groups of matched subjects com- 
pared on their total mistakes. At the end of 20 hours all subjects would 
be tested again. This time the tests would be made at 5, 714, 10, and 12% 
words per minute. The resulting mistakes would be grouped and compared 
as before. The final tests would be given at the end of 30 hours. At this 
time the subjects would be tested at 5, 7%, 10, 124, and 15 words per 
minute. The mistakes would be grouped and compared in the same manner. 
The subjects would always be tested on a section of the instructograph tape 
which they had not heard previously in practice. 

In the final analysis, the “‘t” test for matched pairs would be used to 
determine the significance of the differences in total errors made by the 
two groups at the stated speeds in each test. 
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Method and Analysis 


All subjects were university students between the ages of 17 and 29. Each 
person volunteered to participate in this study and was paid $1.00 per hour. 

The experimental group consisted of 25 good hypnotic subjects who had 
previously been trained to go into a medium trance state (according to 
The Davis and Husband Hypnotic Susceptibility Scale) on counting to 10. 
This group learned and practiced the Morse Code while hypnotized. The 
control group learned and practiced the code while in the waking state. 
This group was composed of 25 subjects who were individually. matched 
with the experimental group on the basis of the Otis Quick Scoring Mental 
Abilities Tests, Gamma Test, Form D. The individuals were matched within 
one point on the test. I. Q.’s ranged between 112 and 136 with an average 
I. Q. of 124. Due to drop-outs, sickness, etc., 12 of the original 25 pairs of 
subjects did not complete the experiment. Consequently, the results given 
here are on the 13 pairs (14 men and 12 women) that completed the full 
30 hours of training. It is interesting to note that, of the drop-outs, 11 were 
in the control group and 6 in the experimental group. 

Each subject spent two or three hours per week learning and practicing 
the code until he had completed 30 hours of instruction. The time during 
which the subject participated in the experiment depended on his own 
schedule, and hours were arranged at his convenience. Two to six subjects 
who had the same time available for the experiment were grouped together 
at the same hour. 

At the beginning of each session the subjects in the experimental group 
seated themselves at a table and assumed a comfortable position. Then the 
experimenter suggested sleep and began counting from | to 10. Each person 


had previously been trained to go into a hypnotic trance by this procedure. — 


After the group had been hypnotized, the experimenter suggested that the 
subject would learn the code easily and remember the symbols both in the 
waking and hypnotic states. He was then told he would open his eyes with- 
out awakening from the trance and begin learning or practicing the code. 
At the end of the session, the subjects were awakened with the suggestion 
that they would remember all that they had learned during that session. 
Because approximately five minutes of each hour of practice time in the 
experimental group was used for trance induction, this group actually had 
five minutes per hour, or a total of 150 minutes, less practice time than the 
control group. 

The first hour for both groups was spent in memorizing the code symbols 
which were printed on a white card. At the beginning of the second session, 
the subject wrote out in Morse Code the alphabet, numbers, and common 
punctuation marks that he had memorized the preceding session. He then 
concentrated on learning the remainder of the code symbols. At the begin- 
ning of the third hour, the subject again wrote out all of the code symbols 
that he could remember, and he spent the rest of the hour learning those 
symbols that he had not yet mastered. Each subject was allowed as much 
time as he needed for memorization, and he did not begin to receive the 
code from the instructograph tape until he could write out the alphabet, 
numbers, and common punctuation marks with the appropriate code symbol. 
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An Instructograph with the oscillator tone set on medium pitch was 
equipped with an extension speaker positioned above the table at which 
the group practiced. Only tapes 1-4 were used for practice, and tape 5 was 
used for testing exclusively. It was endeavored to keep the speed of the tape 
just beyond the level of proficiency of the group. Consequently, the tape was 
run progressively faster from session to session. 

After completing each ten hours of instruction all subjects were tested 
in the waking state. The subjects were always tested on a section of a tape 
which they had not heard previously in practice. A stop watch was used for 
timing each test. 

At the end of the first ten hours of instruction, all subjects were tested 
in the waking state at speeds of 5 and 714 words per minute. The number 
of errors made by each person was recorded, and the two groups were com- 
pared on their total number of mistakes. The subjects were again tested 
at the completion of 20 hours of practice. This time the tests were made 
at speeds of 5, 714, 10, and 12% words per minute. The errors were grouped 
and compared as before. The final test was given at the end of 30 hours of 
instruction. Again the mistakes were grouped and compared. Graph | shows 


0 Graph 1 


7.5 wpm 10 15 
wpm, 


30 hours 


control group Mean munber of errors per mimte 
made by each group 


the mean number of errors per minute made by each group at the stated 
rates of speed in each test. 
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In nine of the eleven tests, the mean number of errors made by the control 
group is greater than the mean number of errors made by the experimental 
group. There are two reversals of this general trend, one at 20 hours, 5 
words per minute, and one at 30 hours, 5 words per minute. However, the 
differences in these two cases are not significant. In both instances one sub- 
ject in the experimental group made a greater number of errors than any 
other subject; and thus, he raised the mean for the entire group. An analysis 
of Graph I indicates that the differences in errors between the two groups 
became greater with an increased number of hours of practice. The “t” 
test for matched pairs was used to determine the significance of the differ- 
ences in total errors made by the two groups at the stated rates of speed 
in each test. All significant differences were found in the 30 hour test, with 
the experimental group making significantly fewer mistakes than the con- 
trol group. At 7/2 and 15 words per minute, the differences were significant 
at the 5% level of confidence; at 10 and 12% words per minute, the differ- 
ences were significant at the 1% level of confidence (Table I). 

Another apparent difference between the two groups was in the general 
feeling of the subjects. The people in the control group seemed to lose in- 
terest and become bored with the practicing of the code; while the subjects 
in the experimental group seemed to maintain motivation and concen- 
tration throughout the experiment. After completion of the experiment, the 
subjects were questioned concerning their attitudes and general reaction 
to participating in this study. The control group complained of boredom 
and loss of interest, while the experimental group admitted they had no real 
goal in learning the code but were interested in knowing how well and 
how fast they could learn it. Thus, it appears that an artificial motivation 
may have been built in with the use of hypnosis although there were no 
direct suggestions given to this effect. Another fact which might substan- 
'tiate this reported difference between the groups is that only 6 of the 


'experimental group dropped out of the experiment as compared to 11 in 
| the control group. 


Table I 
control experimental 
group group level of 
w.p.m. errors errors = significance 
10 hours 5 55 42 83 
7% 187 130 1.48 
20 hours 5 9 16 — 1.02 
1%, 101 59 1.43 
10 242 172 1.08 
124% 565 519 79 
30 hours 5 3 7 — .63 
59 18 2.09 
10 182 79 2.47 1% 
12% 451 244 $.67 1% 
15 615 457 1.85 5%, 


Therefore, on the basis of the results of this study, the Null Hypothesis, 
“The learning of the Morse Code will not be improved by the use of hyp- 
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nosis,” is refuted. It appears that the use of hypnosis does improve the learn- 
ing of the Morse Code under these experimental conditions. 


Summary 

This experiment was designed to test the hypothesis, “The learning of 
the Morse Code will not be improved by the use of hypnosis.” There was 
an experimental group, who learned the Morse Code while in the hypnotic 
state, and a matched control group, who were not hypnotized during the 
course of the experiment. The subjects were tested at the end of 10, 20, 
and 30 hours of learning and/or practice. All testing was carried out while 
the subjects were in the waking state. The differences in errors made by 
the two groups were greater as time of practice increased, becoming sig- 
nificant at the 30 hour test, with the experimental group making signifi- 
cantly fewer errors than the control group. Thus, the Null Hypothesis, 
“The learning of the Morse Code will not be improved by the use of hyp- 
nosis,” is refuted showing that learning of the Morse Code is improved under 
these conditions by the use of hypnosis. 

It would be interesting to carry out another such study and extend the 
time to 50 or more hours to determine whether or not this trend of increas- 
ing difference continues. There is also the possibility that if both groups 
had been strongly motivated to learn the Morse Code the results would not 
have been the same. In this study neither group had any real desire to learn 
the code other than a willingness to participate in the experiment and earn 
the dollar an hour paid the subjects. 
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A Note on the Motivation for Hypnosis 


AINSLIE Meares, M.B., B.S., B.AGR., Sc.D.P.M. 
Melbourne, Australia 


Since the publication of the favourable findings of the British Medical 
Association’s committee on hypnosis, reports from England and observations 
in this country (Australia), indicate that there has been an increased de- 
mand for hypnotherapy by patients. We also learn of the increased use of 
hypnosis, not only by those who specialize in psychological medicine, but 
by the profession as a whole. It is interesting to examine the motivation 
for this change of outlook. 

It would be comforting to believe that this new desire for hypnosis comes 
solely from the logical appraisement of the report. There is no doubt that 
a rational evaluation of the situation is an important factor in such motiva- 
tion, but, inasmuch as hypnosis is an emotionally coloured phenomenon, 
it might be expected that other, unconscious factors should operate in 
determining which patients should seek hypnotherapy, and which practi- 
tioners should practice it. 


The Patient’s Motivation for Hypnosis 


In a general psychiatric practice, it so happens that a number of patients 
make their way to consultation for the express purpose of seeking hypnosis 
for the relief of their symptoms. There must be some reason why the patient 
has a desire to be treated by hypnosis in preference to other forms of treat- 
ment. In some cases there is a clear-cut logical reason; some friend has been 
given relief through hypnosis, or the local doctor has advised the possibility 
of this form of treatment. The reasons given by other patients appear natural 
enough. The patient may say that he has recently read of hypnosis in the 
press, and it at once occurred to him that this must be the very treatment 
which he requires. In such cases, the patient’s sudden, and over-enthusiastic 
desire for hypnosis, is conditioned by other than the logical appraisement 
of what he has read. In a vague way, he sees in hypnosis the means of 
magic. As a child, in his phantasy, he has known of primitive magic. An 
adult now, but with the latent complex of childhood reactivated by read- 
ing of hypnotism, he again expects the magical; so he comes to consultation 
with his mind set on hypnosis and nothing else. This rekindling of the 
primitive wish for magic is an effective means of conditioning the patient 
for the process of suggestion, and so can be exploited to the patient's ad- 
vantage in therapy. Provided that the symptoms are maintained by habit 
or vicious circle mechanisms rather than active psychological conflicts, such 
patients are particularly suitable for suggestive therapy, as there is already 
a real expectation of magical cure. On the other hand, this type of moti- 
vation for treatment does not suit a patient for the longer and more tedious 
search for insight in hypno-analysis. 

Paranoid schizophrenics frequently seek hypnosis. The diagnosis is usually 
not difficult. They often rationalize their ideas of influence into the belief 
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that they have been hypnotized. They may feel that some malevolent per- 
son has hypnotized them and is making them do things against their will, 
or is reading their thoughts by hypnosis. They come to the medical hyp- 
notist in the hope that he can remove this evil influence from them. In these 
patients, the psychotic nature of the motivation for hypnosis is easily rec- 
ognized; but the schizophrenic who is still in the pre-psychotic stage of the 
illness, and who presents himself for hypnosis, is much more difficult to 
assess. Such patients deny any ideas of influence, but never-the-less often 
make persistent demands to be hypnotized. It seems that these patients 
experience vague, ill-formed ideas of influence, which, in the pre-psychotic 
stage, are not conceived clearly in the patient’s awareness. If they read about 
hypnosis, the concomitant suggestion of abnormal influence may be suf- 
ficient to crystalize these latent feelings into a desire to be hypnotized. It is 
important that these patients should be recognized. Hypnotherapy with 
them may precipitate the psychosis. It may also lead to the therapist being 
actively involved in the patient's delusions; so hypnosis is best avoided unless 
the therapist is prepared to take special precautions to meet such eventu- 
alities. 

Often patients present themselves with a statement like this; “I have such 
and such symptoms, and I have come to see if you could hypnotize me.” 
This is not only a challenge, it is also an oblique statement of the patient's 
own belief in the outcome of the challenge. He is sure that he will not be 
hypnotized. The chronic neurotic who is getting secondary gain from his 
symptoms, and who has no intention whatsoever of changing his state, may 
present himself in this way. His motivation amounts to a rationalization for 
keeping his symptoms. He is offering himself for treatment in the belief 
that it will be ineffective. 

Patients with latent aggression offer themselves for hypnosis with a sim- 
ilar, “hypnotize me if you can,” attitude. I have noticed this with some 
“masculine-aggresive” female patients. Their general motivation for hyp- 
nosis is to demonstrate that they cannot be over-powered, and above all, that 
they cannot be overpowered by a man. An authoritative approach to such 
patients only stimulates their aggression, and unless they happen to be 
particularly suggestible persons, they will be hard to hypnotize by authori- 
tative methods. On the other hand, if sufficient time is allowed, a passive 
technique will usually succeed. It must be genuinely passive so that the 
patient really allows herself to go into hypnosis. This has the double advan- 
tage of both inducing hypnosis, and facilitating a more “passive-receptive” 
attitude. 

Contrary to this, other female patients seek hypnosis for the opposite 
reason. Instead of being motivated by an excess of aggression which is 
directed at the therapist to humiliate him and so exalt themselves, these 
patients seek hypnosis on account of an excess passivity which is offered to 
the therapist in the desire that he will humiliate them. This is masochism. 
They are drawn to hypnosis in the hope of obtaining masochistic satisfac- 
tion. In it, they can fulfill their yearning to be overpowered. 

There is another type of erotic motivation. Occasionally, women who are 
being treated in waking psychotherapy, suddenly express a wish to be 
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hypnotized. When the patient has been restless in the psychotherapy, or has 
previously complained of the length of treatment, it is probable that the 
desire for hypnosis is motivated on the logical grounds of shortening treat- 
ment. On the other hand, if the patient has appeared satisfied in the psycho- 
therapy, and if the therapist has a positive affective relationship with the 
patient, such a desire for hypnosis may well be the expression of a wish 
for a more intimate relationship with the therapist than that obtained in 
waking psychotherapy. This, of course, is an unconscious move to seduc- 
tion. Similar mechanisms may operate with the latent male homosexual. 

There is another group of people who seek hypnosis for an odd reason. 
These are often “arty-crafty” or pseudo-sophisticated young moderns. Their 
symptoms may be of very minor severity, or may even be trivial, but the 
patients are very anxious to be treated by hypnosis. On further inquiry into 
their way of life, particularly in the fields of aesthetics and sex, it is found 
that they are people who revel in new experiences and new sensations. With 
these people, it seems that their symptoms are either an unconscious rational- 
ization, a conscious excuse, to experience the new sensation of being hypno- 
tized. Ordinarily, such persons, on account of the mildness of their symptoms 
and their spurious motivation, will not be treated, but occasionally patients 
with this type of personality makeup present with symptoms of reasonable 
severity. If hypnotherapy is undertaken with them, it seems that they are 
likely to do better clinically, if their need of sensation is fulfilled at the 
same time. This means that, with patients of this particular type of per- 
sonality, treatment is more likely to be successful if hypnosis involves some 
disturbance of consciousness, or the patient is allowed to witness — 
phenomena in himself. 

Other patients seek hypnosis for a variety of reasons. Occasionally, patients 
with a mild chronic depression seek hypnosis for other than logical reasons. 
They see in hypnosis something unpleasant. They will be bullied. They 
will be made to do what they don’t want to do. They will be humiliated. 
This will be good for them. It will appease their guilt. These patients are 
usually better treated by E.C.T. They must be distinguished from the 
masochistic patient who desires to be over-powered and humiliated for 
erotic reasons rather than guilt. The weak-willed who would seek strength 
from outside rather than in themselves, often come for hypnosis. Whether 
or not they are accepted for treatment will depend on an estimate of their 
sincerity, but it is important to recognize such motivation, as more and more 
responsibility must be left to the patient as the treatment proceeds. 

There is one last group of patients whose motivation for hypnosis deserves 
consideration. These are people who we might say are at the end of their 
tether. People who have had a great deal of illness, a great number of 
investigations and a great number of operations, all without relief. They 
have lost faith in medicine. Hypnosis is to them the last ditch in the fight 
against pain and chronic illness. Some such patients can be helped with 
hypnotherapy, but this type of motivation makes hypnosis difficult. They 
are disillusioned people. They have really come for treatment without hope. 
With them, expectancy, which is such an asset in hypnosis, is zero. Before 
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much can be expected of hypnotherapy, both hope and expectancy must 
be rekindled. 

There is another type of “end of the tether” motivation. We are all 
familiar with the unfortunate psychoneurotic who has been medically 
mismanaged; the patient whose abdominal symptoms have always been 
regarded as organic. She has had every known investigation and treatment, 
including perhaps, more than one laporotomy. The physician at last real- 
izes that her symptoms are functional. He tells her that all she needs is 
just a little hypnosis and all will be well. Prompted by his unconscious 
guilt and his conscious desire to see the last of the patient, the physician 
may make strong demands for the patient to be treated by hypnosis. Under 
these circumstances, the decision as to whether or not the patient is 
accepted for treatment must be made on an objective assessment of the 
patient, with little reference to the referring physician’s report. 

It is seen that the motivation of the patient who comes specifically 
seeking treatment by hypnosis rather than unspecified treatment, requires 
close scrutiny. 

I believe that these various types of unconscious motivation for treatment 
by hypnosis are not mere psychological curiosities, but are matters of 
common every-day occurance. They do not usually occur in pure form. More 
often, they form a background upon which conscious logical reasons oper- 
ate. These conscious reasons may be pure rationalizations, or they may be 
genuine in their own right. Among such logical reasons is the advice of 
the local doctor; but whether his advice is taken or not largely depends 
on this background of unconscious material. 


The Patient’s Motivation Against Hypnosis 


We have discussed some of the unconscious motivations which lead people 
to desire hypnosis. Other unconscious mechanisms may prevent the patient 
accepting treatment by hypnosis. We do not refer to logical reasons such 
as the fact that hypnotherapy in many ways is still experimental, or that 
some groups within the profession still do not accept it as an orthodox 
form of treatment. Such reasons may well be grounds for declining treat- 
ment; so also reasons which are logical, but which are based on misinforma- 
tion of the patient. For instance, if a patient should believe that hypnosis 
is somehow associated with the occult, or may cause loss of will-power, 
one would expect him to refuse hypnotherapy. 

Some patients to whom hypnosis has been explained, and who are advised 
to have hypnotherapy, decline on the grounds that they simply would not 
like to be hypnotized. Others might express the same idea in obvious 
rationalizations. These people have an unconscious motivation against 
hypnosis. They usually fall into one of three groups; the insecure, the 
aggressive and those who equate hypnosis with sexuality. 

The insecure are frightened, frightened of being overpowered. The threat 
of authority is too much for them. Because they are insecure, they have 
difficulty in maintaining control both of the outer, environmental situation, 
and also the inner, psychic situation. So they cling to what control they 
have, and unconsciously avoid a situation which will involve any further 
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loss of control. If the idea of passive hypnosis is put to them, they may 
still avoid it. Although there is no threat of authority, they are not 
sufficiently secure within themselves to voluntarily abandon themselves in 
passive hypnosis. They lack the necessary trust to surrender themselves. 

A rather insecure young woman, a member of one of the armed services, 
had recently been jilted, and suffered an hysterical disability of the foot. 
Hypnotherapy was advised; but the patient rationalized that she should 
not be hypnotized as she worked as a cypher clerk. No attempt was made 
to persuade her, and waking psychotherapy was continued. She soon 
volunteered that since she had been jilted, she felt she could trust no one 
at all, and that this was the real reason for her not wanting to be hypnotized. 

As the aggressive are basically insecure, they are motivated against 
hypnosis by similar mechanisms. If they regard hypnosis as authoritative, 
they avoid it because authority mobilizes their aggression and makes them 
feel uncomfortable. On the other hand, their aggression does not allow 
them to accept passive hypnosis. Because of their aggression, they are 
unable to accept a passive-submissive role. 

A surprising number of people, in some vague way, associate hypnosis 
with the erotic. This is rather different from the group which we designated 
as the misinformed. With these people, it is more of an attitude of mind 
in which any close or intimate relationship is regarded as erotic. They see 
in hypnosis an intimate relationship with the therapist, and they avoid it 
without being clearly aware of their reasons for doing so. 


The Therapist’s Motivation for Hypnosis 

So much for the patient’s motivation. Now, what of the therapist? It is 
fairly well recognized that unconscious mechanisms may influence the 
practise of general psychiatry. It has been said that psychiatry itself acts 
as a kind of sublimation for the voyeurs or Peeping Toms. It is recognized 
that, punishing forms of therapy, such as E.C.T. or leucotomy, are more 
likely to be advised when the therapist’s aggression has been aroused 
by the patient. There is no doubt that, in hypnosis, other psychic mechan- 
isms may become active in the mind of the therapist, and so distort his 
judgment to the danger of the patient. 

A drive for power may find expression in subjecting others to absolute 
obedience. There could be no better setting for this than hypnosis. The 
therapist gives suggestions which are in fact, commands. The industrialist, 
the business magnate, no matter how powerful the patient, he is reduced 
to complete obedience. A drive to power may find ready expression in 
hypnosis. This mechanism may be a factor in deciding which physician 
will practise hypnosis, and which will not. Such a power-driven therapist 
will unconsciously fall into the way of using authoritative rather than 
passive methods of hypnosis. 

The drive for power may be modified in various ways. Instead of being 
general, it may be particularly directed against the strong and powerful, 
in which case there will be a tendency for them to be selected for treat- 
ment. If it is a drive for power over women, more women than men will 
be chosen. If it is men that must be overpowered, the selection of males 
will predominate. 
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The drive for power may be further complicated by a hysteroid quality, 
so that it is shown in a display of power rather than the power itself. Such 
a mechanism is shown in a desire for the therapist to demonstrate his 
technique to a wider audience than simply colleagues who desire pro- 
fessional instruction. The therapist gives a dramatic presentation of his 
powers, and hypnosis becomes a show under the rationalization of 
medical treatment. 

When a desire to over-power is tinged with eroticism, it becomes sadistic. 
Just as occasional patients seek repeated hypnosis for masochistic reasons, 
likewise, the authoritative induction of hypnosis may become an expression 
of sadistic drives of the therapist. Ordinarily, challenging is a useful method 
of increasing the depth of hypnosis, but, if the therapist gets enjoyment 
or satisfaction from seeing the patient struggle to move limbs which he 
has rendered immobile, then the situation is probably satisfying sadistic 
drives in the therapist. Similar motivation is at work with the therapist 
who tests the depth of hypnosis by sticking pins in the patient. 

The drive for power can find expression in hypnosis by personal domina- 
tion of the patient, by the display of power, or by sadistic outlet. The same 
drive can be modified in yet another way, a kind of playing at being God. 
We are familiar with the concept of the childhood phantasy of omni- 
potence. It seems that the desire for power can be modified by this pattern. 
Hypnosis then becomes a situation for the display of omnipotence. There 
is a quality in it of the laying on of hands. A touch is sufficient to restore 
the offending part. This may be accompanied by a tendency to extravagant 
suggestions of well-being which have all the qualities of a benediction. 

The fact that the hypnotized patient is reduced to obedience, allows 
expression of the drive to power. Another salient feature of hypnosis, is 
the intensity of the relationship between patient and therapist. The 
intensity of the rapport between patient and psychotherapist in waking 
psychotherapy, is increased many times in hypnosis. This situation allows 
easy expression of erotic drives. Erotic drives which are denied expression 
in ordinary life may find vicarious expression here. When this is so, the 
ease with which male or female patients are hypnotized, or even the 
proportionate numbers of male and female patients selected for hypnosis, 
may be a measure of the bi-sexuality of the therapist. When a patient in 
waking psychotherapy has a positive affective relationship with the thera- 
pist, and the therapist decides to change to hypnosis, it may well be that 
he is influenced'in his decision by the unconscious desire for a closer 
emotional relationship with the patient. Such motivation is nothing more 
than a form of rationalized seduction. 

These mechanisms may find expression in another way. It is an interesting 
observation that psychiatrist colleagues who occasionally sit in on a session 
of hypnosis, often develop unmistakable signs of anxiety. They are restless 
and fidget. They may start swallowing, and deliberately look away from 
the patient who is being hypnotized. I used to think that these were 
particularly suggestible people, and that their anxiety was occasioned by 
the feeling that they themselves were being influenced by the suggestions. 
But there seems to be more to it than this. I have been able to test out 
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one of my colleagues who showed this reaction. In an ordinary clinical 
estimate, he would be classed as quite unsuggestible. So I have the feeling 
that anxiety in this situation may be due to other mechanisms. It would 
seem that identification allows the activation of the on-looker’s own latent 
aggressive or erotic drives with the consequent production of anxiety. 


The Therapist’s Motivation Against Hypnosis 


We have discussed some of the psychodynamic mechanisms which may 
unconsciously influence a therapist to use hypnosis with certain patients. 
On the other hand, I am quite sure that other unconscious mechanisms 
work in the opposite direction and provide the motivation for the rejection 
of certain patients for hypnotherapy. There are fairly obvious mechanisms, 
such as the fear of failure. This is very real. The failure of a patient to 
respond to the suggestions in the induction of hypnosis, is a much more 
ignominious experience for the therapist than, for instance, the failure 
of a patient to respond to medicinal treatment. 

Fear of erotic involvement with the patient may motivate the therapist 
against hypnosis. We refer to a type of irrational fear due to the personality 
structure of the therapist, and not determined by any factual situation in 
relation to a seductive patient. This may take place at a clearly conscious 
level, or it may be shown simply as an avoidance of particular cases, and 
if a reason is sought, it is given in terms of rationalizations. Such a mechan- 
ism may operate on either a heterosexual or homosexual basis. 

Similarly, an unconscious or only partially conscious, fear of one’s own 
aggression may lead to the avoidance of hypnosis with certain patients. 
It seems that this is most likely to occur with patients whom the therapist 
really holds in moral condemnation, although at an intellectual level, he 
may place himself outside the sphere of any moral judgment. 

There must be other mechanisms which at times act as a motivation 
against hypnosis with certain patients. On several occasions, I have found 
myself rejecting patients for hypnotherapy who, on logical grounds, would 
appear easy to hypnotize, and who would seem to have a better prognosis 
with hypnotherapy than other forms of treatment. In a couple of instances, 
when I have become aware of this, I have, so to speak, made myself 
reverse my rejection, and have proceded with hypnotherapy rather in spite 
of myself. In each case, the patient has done well, but the course of 
treatment provided no clue as to why I had not wanted to use hypnosis 
on these particular patients. So, I am obliged to conclude this note on the 
motivation for hypnosis with a frank admission of my own lack of insight. 


Summary 


The logical reasons of the patient for desiring hypnosis, and of the 
therapist in advising it, operate on a background of unconscious mechan- 
isms. These mechanisms are important factors in determining whether or 
not the logical reasons become effective. An understanding of such motiva- 
tion helps the therapist in the selection of cases and the choice of the 
particular form of hypnotherapy to be used. 
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Measuring Some Results of Autohypnosis 


HorNELL Hart, PH.D. 
Duke University 


It has become a truism that science advances most rapidly and most 
soundly in those areas in which verifiable measurements are developed. 
In experiments with hypnosis, various beginnings have been made toward 
measurement. Scales for measuring the depth of hypnosis have been de- 
fined (2). Effects of hypnosis on muscular strength (3) and on rate of 
heartbeat (4) have been studied by quantitative methods. Various other 
illustrations might, of course, be cited. But, in spite of such promising 
beginnings as these, the use of quantitative methods for measuring the 
effects of hypnosis, and for carrying on accurately verifiable experiments 
in this field, is still in its infancy. This is particularly true with respect 
to autohypnosis, where relatively little in the way of quantitative experi- 
mentation has hitherto been published. 

The present article reports some preliminary results which have been 
obtained by use of two newly developed self-rating devices — the Euphori- 
meter Self-Chart Mood-Meter, and the Alertness-Meter. These two measur- 
ing devices have been employed to ascertain, in quantitative terms, the 
results obtained by “autoconditioning”’—a process involving auto-post- 
hypnotic suggestion. 


The Hypotheses Which are Being Tested 


The general working hypothesis on which this research project is based 
may be stated informally as follows: Euphoria-dysphoria, alertness-fatigue, 
and other moods depend upon attitudes. Attitudes, while not fully subject 
to satisfactory regulation by direct conscious effort, can be controlled, by 
most individuals, if they learn to use auto-post-hypnotic suggestion to 
that end. 

More formally, the crucial terms of this study may be defined as follows: 

Autoconditioning consists in auto-post-hypnotic suggestion, carried out 
by operations such as those specified in the instructions which will be 
summarized later in this article. 

Euphoria-dysphoria is defined as the state of mind which is reflected in 
the scores obtained by self-ratings with the Euphorimeter Self-Chart Mood- 
Meter, of which a sample is given in an appendix to this article. 

Alertness-fatigue is defined as the mental and physiological state reflected 
in self-ratings on the Alertness-Meter. 

Some of the specific hypotheses which are being tested in this project 
may be stated briefly as follows: 

1. That in an audience composed of college students, or of persons on 
that general level of intelligence, who accept the speaker as having a claim 
on their respectful attention, anonymously recorded dysphoria can be 
reduced, during an hour’s lecture and group demonstration of autocondi- 
tioning, to a minor fraction of what it was at the beginning of the hour. 
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2. That, among college students who seriously attempt to master the 
technique, and to use it systematically, and who, at the start, average 10 
to 30 percent or so of the maximum possible amount of emotional depres- 
sion which the Mood-Meter can register, more than half can succeed in 
reducing their average amount of depression, recorded anonymously on 
the Mood-Meter, to less than two percent of the possible maximum. 

$8. That the most satisfactory results in reducing emotional depression 
will be experienced by persons who have fairly frequent and fairly deep 
depressions, but who are not psychotically depressed. 

4. That persons who are moderately but not excessively fatigued, and/or 
short of sleep, can experience a marked restoration of alertness and freshness 
for several hours by use of autoconditioning. 

5. That a considerable proportion of those who attempt to do so will 
be able, by means of autoconditioning, to correct habits of their own on 
which they focus attention, such as procrastination. 

The above hypotheses are directed toward specific needs felt by indi- 
viduals. A more general theoretical hypothesis, for which explicit confirma- 
tion is more difficult, but which may prove illuminating as a guide to 
research, is as follows: 

6. That physical pain, emotional depression, fatigue, and sleepiness may 
all be regarded as warning devices, which have survival value because on 
the whole they tend to deter individuals from incurring damage to their 
bodies, to their social relations, and to other valued structures of their 
personalities; and that these warning devices may all be suspended by 
heterohypnosis and also by autohypnosis; but that when thus suspended, 
their place must be taken by intelligent precautions, so as to avoid disas- 


trous damage which the warning devices might have averted had they 


remained in force. 


In testing the above hypotheses, a first step has been the development 
of reliable measuring instruments. 


Constructing the Euphorimeter 


Tests to measure happiness go back at least to 1924 (1). 

In 1940, the present author published an early version of the Euphori- 
meter, and summarized the results of testing 2,200 people with it. That 
early form was founded on the definition: ‘Happiness is the state in which 
people are when they sincerely say, ‘I am happy,’ and it is the opposite of 
the state in which they are when they say sincerely, ‘I am unhappy.’” This 
early form consisted in a battery of synonyms and antonyms of happiness, 
which offered to the person tested the opportunity to say, “I am happy,” in 
48 different ways, or to say, “I am unhappy” in 48 different ways, or to 
make whatever compromise between those extremes fitted the individual’s 
mood at the time tested. This form of the Euphorimeter proved to be 
reliable. The “chance-half” correlation, based on 383 tests, was found to 
be .82. This degree of reliability was about the same as that found for tests 
of comparable length in the Stanford Achievement Test (1, p. 179). 

During the 14 years which intervened between publication of Chart for 
Happiness and the development of the Euphorimeter Self-Chart Mood- 
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Meter used in 1955, a long series of experiments was carried out with 
successive revisions of the test. The current form was developed by steps 
which can be summarized briefly as follows: First, a list of 45 synonyms 
and antonyms of happiness was arranged in common-sense order, starting 
with the word which appeared to the present writer to represent the 
highest degree of happiness, and proceeding down to the word which 
seemed to represent the greatest degree of unhappiness. The happy words 
were numbered consecutively downward from 25 to 1, while the unhappy 
words were numbered consecutively from —1 to — 20. It was found that 
adjectives with score values nearest to zero were the ones most frequently 
checked, while frequencies of checking tended to taper off as the score 
values departed more and more widely from zero. Happy adjectives were 
checked much more frequently than unhappy adjectives. 

When this Mood-Meter had been used a sufficient number of times, by a 
sufficient number of cooperative experimenters, the list was revised in the 
light of their reactions, and a new series of ratings was secured. In these 
revisions, new score values were assigned to each adjective on the basis of 
the average previous tentative scores of other adjectives checked by the 
same rater at the same time of rating. In each revision, adjectives checked 
markedly less often than other adjectives having comparable score values 
were dropped out. New adjectives were added tentatively, and were tested 
in the light of checking by raters in subsequent experiments. The length of 
the Mood-Meter was finally reduced to 15 happy and 15 unhappy adjec- 
tives. The endeavor has been to develop a scale in which the score values 
would be distributed as evenly as practicable, and in which the highest fre- 
quencies for given score values would be obtained. A copy of the current 
version is appended to this article. 

The Confidentiality of Self-Chart Ratings. When experiments are carried 
out (as most of those reported in this article have been) by students who 
are being directed by the instructor on whom they depend for grades, the 
results could hardly be expected to be unbiased unless steps were taken 
to assure the students that the degrees of success which they reported would 
not affect their academic standing. Such steps were taken in these experi- 
ments. All of the self-ratings were done on unsigned forms, identified only 
by code numbers known to the individual student, but to no one else. As 
an additional safeguard, students were asked to check unsigned forms, in- 
dicating the extent of their sincerity in rating themselves on the Mood- 
Meters. The returns give adequate assurance that these anonymous results 
do represent the students’ sincere efforts to record their own moods frankly 
and honestly. 


Data Relating to the Euphoria Hypotheses 
The Euphoria-Dysphoria Range Before Autoconditioning. A total of 85 
individuals (mostly college students) have turned in Euphorimeter Self- 
Charts covering a week or more each, during periods before they had been 
introduced to autoconditioning. These 85 students have belonged chiefly to 
three different experimental groups, each of which used a different edition 
of the Euphorimeter scale. The results are, therefore, not precisely com- 
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parable with one another. However, the degrees of fluctuation are so closely 
comparable that the following conclusions are justified: 

1. The average student, without autoconditioning treatment, experiences 
at least once a week a level of depression represented by —10 on the Mood- 
Meter. This level of depression is represented by such adjectives as “down- 
cast,” “gloomy,” “disillusioned,” “downhearted,” and “discouraged.” 

2. The average student, at least once a week, goes up to a level of happi- 
ness represented by a score of +11. Such a score corresponds with the mood 
reflected in such adjectives as “jubilant,” “elated,” “delighted,” “joyful,” 
and “gay.” 

$8. The average range of fluctuation, within a typical week, is therefore 
approximately 21 points on the Mood-Meter scale. 

4. Even without autoconditioning, a few students (perhaps as many as 5 
percent) normally get through a two-week period without going below —2 
(“anxious”). At least one-fourth of college students of the types participating 
in these experiments fail to get through a two-week period without going 
down to —13 (“depressed,” “desperate,” “miserable”’) . 

5. The amount of depression experienced by a given individual, during a 
given period of time, may be expressed as a percentage of the maximum pos- 
sible amount, which would be recorded if that individual had scored at the 
bottom of the chart every time he recorded his own mood. On this basis, a 
group of 30 sociology students who charted their moods over a period of 
two weeks from September 23 to October 7, 1954, averaged 11.9 percent 
of the maximum possible depression. Another group, consisting of 35 stu- 
dent nurses at Duke Hospital, who rated their own moods at the beginning 
of a lecture on autoconditioning, on April 4, 1955, registered, as a group, 
25.1 percent of the maximum possible depression — or more than twice as 
much as the sociology students. Of these nurses, at that time, 42.9 percent 
registered below zero on the Mood-Meter. 

Elimination of Depression by Autoconditioning. The usefulness of auto- 
conditioning as a means of eliminating emotional depressions and arresting 
them in their mild stages before they become severe, has been shown in a 
series of experiments. First to be considered here are the measured results 
of single treatments. 

The group of 35 nurses who had registered 25.1 percent of the maximum 
possible amount of emotional depression at the beginning of a lecture on 
April 4, 1955, were given an eight-minute group demonstration of auto- 
conditioning. As a result of this treatment (following the preparatory lec- 
ture) the amount of depression registered was reduced to 4.8 percent of the 
possible maximum. This was less than one-fifth of the amount registered 
by these 35 nurses at the start of the lecture, and was less than one-half of 
the amount registered by typical college students before autoconditioning. 

When the rises in Mood-Meter scores were correlated with the scores at 
which the individual nurses started the hour, it was found that the largest 
rises were experienced (on the average) by those who were most deeply 
depressed to begin with. The mean trends are indicated in Chart 1. 
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Chart 1. AVERAGE CHANGES FROM SELECTED INITIAL LEVELS 

OF MOOD-METER SCORES, DURING A 50-MINUTE LECTURE 

AND DEMONSTRATION, AS INDICATED BY REACTIONS OF 35 

DUKE HOSPITAL NURSES ON APRIL 4, 1955, AND OF A CLASS OF 
11 SOCIOLOGY STUDENTS ON MAY 3, 1955. 


At the Start ,0-Minu te After the 


of the Lecture “Interval Demonstration 
Joyful | 
. 9 Gay 9 Gay 
8 Lighthearted 8 Lighthearted 
: 7 Happy 7 Happy 
| 6 Pleased _ 6 Pleased | 
| ncouraged ncourage 
Cheerful Cheerful 
3 Alert 3 Alert 

2 Purposeful 2 Purposeful . 
1 Determined 1 Determined 
U 
7 Worried 
f -2 Anxious 
t ] -3 Lonely 
Upset 
-5 Frustrated 
-6 Downcast 
-7 Gloomy 
-8 Disillusioned 

-9 Downhearted 
-10 
- sgus 
-12 Despairing 
-13 Depressed 

Desperate 
=15 Miserable 
a The major reduction of depression which was recorded during the 50- 
: minute presentation of autoconditioning to the 35 nurses was not an iso- 
' lated experiment. The same essential results (varying in techniques and in 
€ degrees of success) have been recorded in a course on Marriage and the 
d Family in the Duke University Summer School of 1954, in courses on Child 
Nf Welfare and on Cultural Lag in the fall of 1954, and in a course in Marriage 

and the Family in the spring of 1955. 

t Even more conclusive than the single-demonstration results have been the 
it changes in euphoria-level which have been achieved by students who have 
y cooperated in more extended courses in autoconditioning. For example, 15 


experimenters who recorded their Euphorimeter ratings during the period 
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July 21 to 26, 1954, before they had learned about autoconditioning, had an 
average low score of —7.1. After three weeks of training in autocondition- 
ing their average low was +.5, for the period August 11 to August 22. The 
gain was thus 7.6 points. The t for this difference is 4.5, which would occur 
by chance less than once in 100,000 such experiments. 

A more protracted experiment was carried out with a class of 20 students, 
from February 3 to May 3, 1955, all of whom started keeping daily Mood- 
Meter Self-Charts. The returns of this group have been stated as percentages 
of maximum possible depression (as defined earlier in this article). For 
the period from February 3 to 14, the percentages of maximum possible 
depression registered by individuals in this group ranged from 21.9 down 
to zero. Seven of the 20 students dropped out of the experiment before 
May 3. Of the remainder, three never, during any week, dropped as low as 
5.0 percent of maximum possible depression. Excluding these three “always 
cheerful” students, ten remained, of whom seven had reduced their average 
percentage of depression from 12.8 to 1.4—a reduction to one-eighth of 
what it had been before learning about autoconditioning. 

The other three students registered no significant reduction in their per- 
centages of depression. Even when these three unsuccessful cases are in- 
cluded, the average depression scores of the 10 originally depressed students 
who persisted in the experiment declined along a regular curve, which 
dropped from 11.3 percent of maximum possible depression, before learn- 
ing autoconditioning, to 3.4 percent after 80 days of training. 


MOOD-METER 


utes 
10 Smiling 
9 Confident 
8 Pleased 


7 Happy 

6 Encouraged 
Satisfied 
3 Resolute 


2 Purposeful 
1 Determined 


Doubtrul 
-2 Regretful 

-3 Indifferent 
Listless 

-S Disillusioned 


Chart 2. CURING INCIPIENT DEPRESSION 
The Average Reaction in 47 Experiments, 
by 17 Persons Being Trained in Autoconditioning 
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Eliminating Incipient Depressions. After an individual has become com- 
petent in autoconditioning, further emotional depressions can be arrested 
as soon as the individual himself recognizes them and finds an opportunity 
to apply the technique. Between October 5 and November 24, 1954, 47 
experiments of this sort were reported by 17 persons who had been trained 
in autoconditioning .The average results are shown in Chart 2. The average 
degree of depression at the start was —4.9 (“frustrated”). After an auto- 
conditioning process which averaged 18 minutes in length, the experimenters 
averaged +7.5 (between “happy” and “lighthearted’’) . This meant an aver- 
age increase of 12.4 points. 

Frequencies of Success and Failure. For various reasons, the students who 
participated in autoconditioning experiments between February and May, 
1955, were in many respects less successful than some of the previous experi- 
mental groups had been. Even in this group, however, the degrees of success 
in 49 recorded experiments aimed at coming out of depressions and being 
courageous were reported as follows: 


Succeeded beyond the degree specified 26.5% 
Succeeded at just about the level specified... 
Some success, but not up to the level specified... -. 26.5%, 


Note that, in this less than normally successful group, seven out of ten of 
the reported experiments succeeded at or beyond the degree specified. 


Relieving Fatigue and Sleepiness 
A second major area in which autoconditioning has proved to be useful 
is with respect to the relief of fatigue, sleepiness, or both. This objective 
was reported in 82 —i.e., in 29.2 percent — of the 281 experiments recorded 
by the group which was experimenting at Duke University in the spring of 
1955. Of the 82, the distribution according to degrees of success was as 
follows: 


Beyond the degree specified ’ . 146% 
Some, but not up to the level specified 24.4%, 
Complete failure ............ 13.4% 


In 32 cases reported as completely successful, and in which adequate 
information was given, the average degree of fatigue before autocondition- 
ing was —3.5 on the Alertness-Meter (between “sleepy” and “drowsy”). 
After an average conditioning interval of 16 minutes, the average degree 
was +6.7 (between “vigorous” and “energetic’’) . 

As with respect to euphoria, the rise in alertness (at least when autocon- 
ditioning is first being demonstrated) is greatest for those who at the start 
are lowest on the scale. This is shown in Chart 3. 

With student experimenters it is difficult to secure adequate series of 
alertness ratings after autoconditioning to relieve fatigue and sleepiness. 
I have therefore carried out a series of $2 personal experiments, scattered 
through two periods of time: first, between December 25, 1954, and January 
12, 1955; second, between February 12 and May 4, 1955. As might be ex- 
pected, my own speed in autoconditioning is much greater than that of the 
students. My average time was 6.7 minutes, or less than one-half that of 
the average student experiment. The average degree of fatigue-sleepiness 
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Chart 8. THE LIFT OUT OF WEARINESS 
Obtained by Average Participants in 
One-Hour Lecture-Demonstrations of Autoconditioning 


5. Lively 
Alert 
3 Rested 
2 Active 
1 Interested 


C 
| -1 Yawning 
-2 Tired 
-3 Sleepy 
- Drowsy 


-7 Weary 
-8 Listless 
-9 Worn-out 


-10 Exhausted 


| -5 Sluggish 


| Lively 
Alert 

3 Rested 

2 Active 

1 Interested 


The above chart is based on results actually 
recorded, by the participants themselves, in 
experiments at Duke University. 


10 Enthusiast 
Stimulated 
8 Wide-awake 
7 Energetic 
6 Vigorous 


5 lively 

alert 

3 Rested 

2 active 

1 Interested 


0 


Yawning 
-2 Tired 
Sleepy 
++ Drowsy 
-5 Sluggish 


Chart 4. THE AVERAGE INITIAL INCREASE AND SUBSEQUENT 
TREND OF ALERTNESS ACHIEVED IN 32 AUTOCONDITIONING 
EXPERIMENTS 


1 


5 


Hours After Start 
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with which I started was —1.7, or rather less fatigued than the average 
student experimenter. The initial rise in my 32 experiments was 9.6 points 
— slightly less than that reported in the average student experiment. 

The trend of alertness ratings after the initial rise is indicated in Chart 4. 
After the steep initial rise, there was usually a moderate sag, followed by 
recovery to a point higher than that reached in the initial rise. After reach- 
ing a maximum of energetic, stimulated wide-awakeness about three hours 
after autoconditioning, the results usually start fading. 

Correcting Procrastination 

Of the hypotheses formulated early in this article, the first four are sup- 
ported by the data which have been presented in the preceding sections. 
The fifth hypothesis has to do with correcting habits which the experimenter 
regards as undesirable. 

Outside the fields of euphoria-dysphoria and alertness-fatigue-sleepiness, 
the results of autoconditioning have not been reduced to quantitative 
scales. However, there have been systematic attempts to record subjective 
appraisals as to the degrees of success and failure in seeking to change spe- 
cific habits and attitudes by means of autoconditioning. The habit which 
students attempted most frequently to deal with in their experiments was 
procrastination. Of the 281 experiments recorded in the spring of 1955, 43 
were directed toward elimination of this habit. In these experiments, after 
having achieved a state of profound relaxation, the experimenter would 
give himself an auto-post-hypnotic suggestion of the following type: 

“When you come out of this relaxed state, you will immediately get 
to work on that assignment which you have been postponing. You 
will tie into it and clean it up in short order, so as to have time to 
do the other things which you want to do.” 


The percentage distribution of degrees of success reported in these 43 
experiments was as follows: 


Beyond the degree s 


16.3% 
Some, but not up to the level specified..........................csscscssssssssssessnenerecnesneees 30.2% 


Out of these 48 experiments, only one was reported as being a flat failure. 
In 29 of the experiments — two-thirds of all those reported, complete success 
was recorded. 

Various other applications of autoconditioning have been demonstrated. 
However, this is not the place to present those results. 


Instructions for Autoconditioning 
Earlier in this article, autoconditioning was defined as “auto-post-hypnotic 
suggestion, carried out by operations such as those specified in the instruc- 
tions which will be summarized later in this article.” The following method 
is not the only available one. However, these instructions have been the 
basic ones used in the experiments of which reports are summarized above. 


The Preliminaries 
1. The Physical Setting. The room in which the experiment is conducted 
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should be as quiet as possible. Street noises, telephone bells, music, loud- 
speaker announcements, radio broadcasts, and other noises must be kept out 
if the experiment is to have a good chance of success. Lights should be 
dimmed. A comfortable chair should be used —the more comfortable the 
better. 

2. Selecting the Objective. Before beginning the actual experiment, it is 
important to have clearly in mind the particular type of autoconditioning 
which one hopes to achieve in this first attempt. For a trial of this sort, an 
excellent objective is the achievement of cheerful courage. If one is facing 
some particular difficulty, worry, or emergency, he should silently identify 
the problem in his own mind, and should make that the objective of the 
experiment. Persons who have no such problem at the moment may con- 
dition themselves to meet any new problem which may come up within the 
next few hours. A written statement of the objective chosen should be en- 
tered in the experimenter’s private record. 

§. Pre-Charting. During the last five minutes before autoconditioning, the 
Mood-Meter should be used to make a recording on the Self-Chart. 

4. Posture. Autoconditioning may be carried out in any posture which 
makes it easy for the experimenter to forget his own physical body. The 
following has been found useful, and is recommended unless and until the 
experimenter finds a better one: Any objects which one may be holding on 
his knees or lap, or in his hands, should be put down somewhere else. Both 
feet should be placed flat on the floor. The hands should be dropped, palms 
down, on the tops of the legs, about half way between the knees and the hips. 
If one is using an armchair, one’s elbows should be adjusted so that no dis- 
comfort is felt. The eyes should then be closed. 


The Process Itself 

5. Achieving Deep Relaxation. The purpose of this is to put to sleep 
the critical sensorimotor mind, and bring out as fully as possible the recep- 
tive inner mind. The quiet of the room, the dimness of the lights, the 
closing of the eyes, and the comfort of the chair are all for the purpose of 
reducing sensory stimulation. The deep relaxation takes out the motor part 
of the sensorimotor mind. 

The directing ego takes charge, and talks silently to his own receptive 
inner mind, calling it “you”: 

“You are now going to relax deeply. Begin with your hands. Let your 

hands become limp and heavy — limp and heavy. They are getting heav- 

ier and heavier — heavier and heavier. (Whether uttered by an instructor, 

or used by the individual experimenter, all these words and phrases about 

relaxation should be said slowly and impressively, with frequent repe- 

titions to strengthen their suggestion.) Let your hands become as limp as 

though they were two wet oak leaves lying on the trunks of fallen trees 

in a forest — utterly limp and heavy. Watch for any tension in your hands, 

or your wrists, or your arms, and serenely let go of every tense muscle. 

Keep on letting go. 

“Your whole body is getting heavy — heavy, limp, relaxed. If you find any 

tension anywhere, in any muscle, simply relax serenely. 

“As your hands get heavier, more and more relaxed, and more and more 
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limp and heavy, you are feeling a sense of peace. It spreads up through 
your fingers into your hands, into your wrists, into your forearms, and 
up through your arms into your body. You feel more and more peace- 
ful. You feel this peace streaming into you. It is a physical stream, a deep 
sense of peace, relaxation, and serenity. 

“Now, while this sense of peace, this heaviness, this deep relaxation and 
peace spread up through your hands into your arms and into your body 
— while they keep on spreading up into your body — turn your attention 
to the muscles of your face. Let your face become heavy, serene, relaxed 
— more and more relaxed and quiet. 

“Let go of the puckers between your eyes. Let go of the crow’s-feet at the 
corners of your eyes. Let go of the tensions in your cheeks, and around 
your mouth, and in your neck. 

“Let your whole face become serene, like a lake after the wind has died 
down and the ripples have ceased, and the calm surface begins to reflect 
the trees — and the clouds — and the sky — and at long last the stars. 
“You begin to feel the peace that passes all understanding. Your whole 
body is serene, relaxed, peaceful — utterly limp and relaxed. 

“I am going to count from one to five. As I count, you will feel this peace 
and relaxation become deeper and deeper: one — deeper and deeper; two 
— more and more relaxed; three — more and more receptive; four — more 
and more relaxed and peaceful; five -more and more limp and heavy 
and relaxed. You are now deeply comfortable, deeply receptive. You will 
not come out of this relaxation until I count back to zero. You are ready 
now to take instructions for the future.” 


When the experimenter is working alone, some form of words similar to 
the above should be memorized in advance and repeated — not as empty 
phrases, but as instruments for directing and focusing one’s own attention, 
tor relaxing, and for producing specific acts. 

This fact is fundamental: to be effective, autoconditioning requires deep 
relaxation. 

6. Self-Reinforcement of Relaxation. As soon as the experimenter has be- 
gun to feel the deep sense of peace spread into his body, he can reinforce 
the process by making the following autosuggestion: 

“You are now beginning to be deeply relaxed. This relaxation will go 

on getting deeper and deeper, until I count back to zero.” 

7. The Feedback. As soon as deep relaxation has been achieved, the direct- 
ing ego gives to the receptive inner mind the following suggestion: 

“You will keep coming back to autoconditioning with continued en- 

thusiasm, and with increased effectiveness. You will achieve deep relaxa- 

tion more and more easily, and you will achieve autoconditioning more 
and more effectively.” 

8. The Crucial Autosuggestion. We now come to the very core of auto- 
conditioning, namely, the suggestions, made in deep autohypnosis, by means 
of which the attitudes of the individual are altered constructively. The 
nature of this key suggestion must (of course) depend upon the particular 
problem on which the experimenter is working. Assuming that the experi- 
ment in hand is for the purpose of aiding the experimenter to grapple cour- 
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ageously with whatever menaces he may meet, the crucial suggestion may 
well take some such form as this: 
“No matter what comes, we will grapple with it courageously. This dif- 
ficulty which we are facing now — or any other difficulty which arises in 
the future — will be met with courage and enthusiasm.” 


The words of the suggestion — even when the problem is simply one of 
courage — should be adapted by the experimenter to fit his own needs and 
aspirations. The crucial thing is that he shall put into words, and at the 
same time feel deeply in his own focused attention, that he proposes here- 
after to react with the instant impulse to use his head, and to direct his full 
energies in the wisest way he knows how, instead of giving the wasteful and 
destructive reactions which the undisciplined id is likely to bring forth 
impulsively unless autoconditioned. 

9. The Euphoria Suggestion. Just after making the crucial autosuggestion, 
the directing ego should suggest to the receptive inner mind something like 
the following: 


“After I have counted back to zero, you will come out of this deep re- 
laxation, feeling rested, alert, cheerful and courageous. [Other adjec- 
tives may be substituted here, according to the wishes and tastes of the 
experimenter. } Five, four, three, two, one, zero.” 


10. Coming Out. The experimenter should then open his eyes, and score 
himself once more on the Self-Chart with the Mood-Meter. 


Conclusion 


The purpose of the present article has been to present the experimental 
evidence bearing on the hypotheses listed earlier in this article. Our findings 
may be summed up by reporting that the experimental results are fully in 
accord with those hypotheses. 
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(Appendix) 


INSTRUCTION SHEET FOR USING EUPHORIMETER SELF-CHARTS 


1. Fill in your confidential code letters and date: 


Month and day. 
Last letter: of mother’s maiden name. 
of birthplace. 


of your birth. 
; of father’s first name____; 


PRINT PLAINLY IN a ne LETTERS 


2. Bend this page so that the Mood-Meter list on its right-hand edge just matches 
the left-hand edge of the “Ist Sample” column on Chart. Note carefully how each 
of the three samples is marked and scored. Do not fold or crease this page when you 


bend it. 


3. Now push the edge of the Mood-Meter list to the right, so that it just covers 
up the three samples, and so that the division lines on the Mood-Meter correspond 


exactly with the cross-lines on the Self-Chart, and so that 
the first blank column is next to the Mood-Meter. Enter 
at the top of that column the day and hour at which you 
are taking the test. 

4. Now, going both up and down from the zero space 
in the Mood-Meter (and on the Chart) put a check mark 
opposite each word which you feel fairly sure describes 
the way you feel now. Check all the happy words and all 
the unhappy ones which really are correct for your pres- 
ent mood. Always be sincere when you check the list; 
otherwise you will destroy the value of this instrument 
for you. 

5. Now note the number at the left of the highest word 
above 0 on the list which you have checked. Enter that 
number in the space opposite the words “Top plus num- 
ber” at the bottom of the Mood-Meter. If the top word 
which you checked has a minus number, enter 0 here. 

6. Do the same for the number of the lowest word 
which you have checked below 0 on the list, entering this 
opposite the words “Lowest minus number.” If you 
checked no word below 0, enter 0 here. 

7. Now find the sum of these two numbers. If both the 
words have positive numbers, the total will be positive. If 
both are negative, the total will be negative. If one num- 
ber is positive and the other negative, the smaller number 
must be subtracted from the larger one, and the difference 
must take the sign of the larger number. The answer is 
your mood-score. Put a circle (O) at the level of that score. 

8. Put the Self-Chart and Mood-Meter aside. Then, a 
few hours or maybe a day later, when your mood has 
changed, put the Mood-Meter list on the Self-Chart again 
— this time so that it just covers up the column you filled 
before, and take the test again. 

9. When you have entered the circle to represent your 
new score, connect that by a straight line to your old 
circle, so as to show your trend. 

10. Especially when you feel “up” or “down” in your 
mood, take the test again. After you have filled the whole 
page you will have at least a start toward a good picture 
of how your own happiness surges and ebbs. 
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MOOD-METER 
(5 9 55) 


15 Ecstatic 

14 Triumphant 
13 Jubilant 

12 Elated 

1l Delighted 


10 Joyful 

9 Gay 

8 Lighthearted 
7 Happy 

6 Pleased 


5 Encoura 

4 Cheerful 

3 Alert 

2 Purposeful 
1 Determined 


0 


—1 Worried 
—2 Anxious 
—3 Lonely 
—4 Upset 

—5 Frustrated 


—6 Downcast 

—7 Gloomy 

—8 Disillusioned 
—9 Downhearted 
—10 Discouraged 
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Concerning the Concept of Hypnotic Depth 


GALINA SOLOVEY DE MILECHNIN, M.D. 
Montevideo, Uruguay 


There has been a general tendency to recognize the existence of stages 
within the hypnotic state, defined by the phenomena that can be elicited at 
different moments of the hypnotic induction process. At the same time, it 
has been accepted that these stages should be classified as “lighter” or 
“deeper” hypnosis, according to: 1) the lesser or greater difficulty in achiev- 
ing them in a majority of adult subjects, and simultaneously, 2) the lesser 
or greater disparity between the hypnotic phenomena and the ordinary adult 
waking behavior. 

It was moreover tacitly admitted that this criterion, which equated the 
more bizarre hypnotic behavior to a deeper hypnotic state, could give a meas- 
urable value to the hypnotic state per se, in all the significance which this 
state has for the hypnotized person. 

Many authors have already protested against such an assumption. 

Schilder (26) has expressed his opinion that “there is no necessary rela- 
tion between the depth of hypnosis, as concept is ordinarily understood, 
and the depth of hypnosis in the sense of the extent to which the individual's 
personality is really involved in the hypnotic state.” 

Conn (5) has said that the traditional levels of the “depth” of hypnosis 
“remain merely descriptive terms without pertinence for the dynamic prob- 
lems of personality structure and function with which the modern psycho- 
therapist is most concerned.” 

More recently, Kline (15) has declared that “depth as used conceptually 
with respect to hypnotic levels is somewhat ambiguous and cannot be meas- 
ured with significant validity or reliability at the time,” and that “although 
depth of hypnosis can be evaluated to some degree by behavior and hyp- 
notic productivity, the meaning that various levels of trance depth may have 
with respect to the psychodynamics involved in the subject’s achievement is 
not clear.” 


There are at least two basic aspects of hypnosis which do not appear to be 
in a direct relationship to the traditional concept of hypnotic depth: 
1) the effectivity of suggestions 
2) the psycho-therapeutic (or psycho-prophylactic effects of hypnosis) 
There has been some interesting discussion about the stage of hypnosis in 
which suggestibility is greatest. Winn (38) agrees with Schilder and Kauders 
that the most effective suggestions are the ones which are given under what 
is usually understood as a “light hypnotic state.” All authors appear to agree 
that suggestions can be very effective in the “hypnoidal state,” the “pre- 
hypnoidal state,” or even the “waking state” (which can be included in a 
broad conception of a continuum from the waking to the hypnotic state.) 
Others insist emphatically in their conviction that suggestibility is greatest 
in the so-called deep hypnosis. 
It is important to elucidate what is meant by a “greater suggestibility.” 
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If it is understood that the more effective suggestions are the ones that are c 
most readily accepted, most firmly integrated into the thoughts and feelings ’ 
of the subject, and which persist longer — it can be seen in everyday practice t 
that suggestions given under a very “light” hypnosis, by a person who has 
established with the recipient an excellent hypnotic relationship, can be € 


accepted by the latter with a maximum of readiness and incorporated into 
his lasting convictions. 


The effectivity of suggestions should not be confused with something dif- ‘ 
ferent: the more or less bizarre character of the suggestions accepted. At any I 
level of hypnosis, the subject will respond exclusively to suggestions that are f 
presented in a way that makes them acceptable to him. At the traditionally 
“light” level of hypnosis, the grown-up subject requires that the suggestions ( 


satisfy his adult, almost-waking, psychological mechanism, particularly his 
need for rationalization. At the traditionally “deep” level of hypnosis the 
psychological requisites of the subject for the acceptance of suggestions | 
change considerably, as will be indicated later. 

What regards the psychotherapeutic redintegrative effects of hypnosis in 
itself, there is a growing conviction among the contemporary research 
workers in hypnosis, that these effects are not parallel to what is known as | 
“hypnotic depth.” 

In a report on some particularly spectacular recoveries obtained with hyp- 
notherapy in children, Ambrose (2) states that “the result of treatment was 
not proportionate to the depth of hypnosis attained.” 

Conn (6) does not strive to obtain the so-called “deep” trances in the pro- 
cedure which he calls “hypnosynthesis” and yet obtains excellent psycho- 
therapeutic results through what he calls an “effective interpersonal relation- 
ship” with his patient. . 

Giljarousky (quoted by Volgyesi-34) says “it is a great mistake to pay 
attention to suggestive medical effects only in the course of deepened hyp- 
notic sleep.” 

Discussing the application of hypnosis to non-directive psychotherapy, 
Kline (16) mentions a “growing recognition of the fact that a light trance 
can be meaningfully incorporated into psychological and psychotherapeutic 
work.” 


In the light of all these facts, the problem about the nature of the hypnotic 
state and its levels of “depth,” which for a long time has been thought to be 
a single one, must necessarily be broken up into two different parts: 

1. What is the hypnotic state? 
2. What is the meaning of the traditional levels of “hypnotic depth?” 

Guze (11) has related the hypnotic state to the emotional responses, or to 
“an extension of ordinary emotional responsiveness.” 

We believe that the hypnotic state in its purest and most simple abstract 
form can be represented as the peculiar emotional psychological state of an 
infant when it receives the “psychological mothering,” consisting in soft 
speech, lullabies and caresses, which in a previous paper (28) we have indi- 
cated to be equivalent to hypnotic induction. Later, this state can be brought 
about through conditionings, associations and symbolizations. (29-30) . 

The hypnotic state can be “understood” by everybody, just as everybody 
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can “understand” other emotional states through personal experience (like 
“joy,” “sorrow,” etc.) , but all these states are very difficult to describe, and 
the descriptions by different people would contain different nuances. 

Everybody wll agree that such emotional states like “joy” and “sorrow,” 
etc. have their ‘intensity” or “depth,” but it is impossible to establish grad- 
uations for their measurement. 

Something similar occurs with the emotional psychological state which we 
call the hypnotic state. We can represent a decreasing intensity of the hyp- 
notic state by a parallelism to the decreasing intensity of the response of a 
growing child to the “psychological mothering.” 

‘ Qualitatively the hypnotic state can be considered a constant value, having 
only quantitative variations in its intensity. 

What has been called “hypnotic depth” is completely different to the in- 
tensity of the hypnotic state and corresponds to a “retrogression”* to a more 
primitive psychological mechanism, which occurs under hypnosis as will be 
discussed later. 

The tendency toward psychological retrogression should be included in the 
group of basic attributes which characterize the hypnotic state, although it 
is possible to find some elements of this retrogression in other emotional 
states, different from hypnosis. 

In order to analyze the basic characteristics of a hypnotic subject’s be- 
havior at the different levels of the so-called “hypnotic depth” it is necessary 
to decide how these “levels” are to be delimited. 

The many-point scales which have been proposed for the measurement of 
hypnotic “depth” have not been proved satisfactory for several reasons: 1) 
They try to create arbitrary separations between levels which in practice 
merge into each other. 2) They are planned for the traditional induction 
techniques which begin with sleep suggestions and then order the subject 
more or less abruptly to “open his eyes and act as if awake,” thus giving a 
boundary to somnambulism which is an artifact of technique and does not 
exist in “waking hypnosis.” 3) They do not consider the immense individual 
variations in the responses, stressed by Erickson (9). 

A simplified classification, preferred by Erickson (8), recognizes only a 
light and a deep trance, and includes under the deep hypnotic state, the som- 
nambulistic trance and the stuporous trance. 

In this article, we wish to carry this simplification further, by deliberately 
“selecting” three hypothetically “pure” points of reference: 

1. The waking state as it is seen in the normally developed adult 
person in our present civilization. 

2. The “deep” somnambulistic hypnotic state in its most character- 
istic aspect. 

3. The still “deeper” stuporous hypnotic state. 

We will consider the last two, as they are understood to be by a majority 
of contemporary authors. 

Practically all the modern workers on hypnosis who have studied the be- 
havior of the hypnotic subject in a somnambulistic state, agree that this 
behavior can be very adequate to the circumstances in which the subject finds 


* a word employed by M. V. Kline (15) 
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himself. Unless special suggestions are given, with the express purpose of 
distorting his mental functions, the deeply hypnotized person can perceive, 
remember, associate ideas, and relate logically one idea to another. Conse- 
quently there appears to be a remarkable similarity between the “somnam- 
bulistic” hypnotic behavior and the ordinary waking behavior. Erickson (9) 
has a very illustrative case in a subject of his, who conducted a lecture and 
a demonstration of hypnotic phenomena in a deep trance state, without hav- 
ing this condition recognized by an audience of psychologists and psychi- 
atrists. LeCron and Bordeau (20) mention the case of a dentist, who in a 
deep hypnotic state in which he was capable of responding with anesthesia 
and other suggestion-effects, discussed his condition with animation and 
logical reasoning. Our best hypnotic subjects have appeared to be the least 
convincing ones to the colleagues who wanted to see hypnotic behavior. 

The essential differences between the deep trance behavior and the ordi- 
nary waking behavior are not to be sought in the secondary details which 
are commonly mentioned: some rigidity in the subject’s movements, a cer- 
tain lag between speech, gestures and head movements, some pupilary dila- 
tation, a loss of facial mobility, a slowing of psychomotor activities, etc., etc. 
These manifestations can be either the remnants of an incompletely dis- 
pelled sleep-like state resulting from suggestions which preceded the order 
for the subject to “open his eyes and act as if awake,” or a transition into the 
stuporous state. 

The most important trait of “somnambulists,” stressed by Erickson (9) 
is the hypnotized person’s alteration in his appreciation of reality. The 
“deeply” hypnotized subject can easily confuse his own subjective mental 
representations with the perceptions from the outside world. Since these 
subjective mental representations can be induced through suggestion, this 
peculiarity constitutes the foundation for hallucinatory responses. 

Thus Weitzenhoffer (35) says that “the subject behaves under the influence 
of suggestion as if he were in another non-existing situation.” Or that the 
suggestion “brings into existence, with. espect to an individual (the subject) 
a fictitious stimulus-situation (in respect to an observer).” 

The somnambulistic subject is suggestible, as any hypnotic subject is sug- 
gestible, but with the peculiarity that his incomplete differentiation between 
subjective and objective reality makes it easier for him to respond to bizarre 
suggestions, which would have been rejected under a “lighter” hypnotic state. 

He may be surprisingly capricious. Erickson has indicated that these sub- 
jects often require the satisfaction of mere whims in order to cooperate with 
the operator, and they can often be negativistic about some suggestions — 
including the suggestion to “wake up.” 

Another important fact is the possibility of the somnambulistic trance 
experiences not being integrated into the conscious memory of the subject. 
Thus result post-hypnotic amnesias for the trance events. Erickson interprets 
the deep trance as a functioning at an unconscious level of awareness without 
interference from the conscious mind. 

The basic psychological changes which we have been considering make 
possible the so-called somnambulistic trance phenomena. Their coincidence 
with the following items that characterize the somnambulistic trance in the 
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Davis and Husband scoring system (7), is obvious: 


Ability to open eyes without affecting trance 
Bizarre post-hypnotic suggestions 

Complete somnambulism 

Positive visual hallucinations, post-hypnotic 
Id. auditory hallucinations 

Systematized post-hypnotic amnesias 
Negative auditory hallucinations 

Negative visual hallucinations. 


Another interesting fact is that age regression, in the sense of a subject's 
psychological return to the experiences of a certain period in his past, usually 
his childhood, appears only under the so-called “deep” hypnotic state. 
According to Kline (16), “there has been consistent observation which reflects 
a high correlation between depth hypnosis and regression capacity.” 

The stuporous state has been the least studied of all the stages of hypnosis 
in the clinical and experimental work done on adults, because of the 
difficulty of obtaining it in mature individuals. 

Erickson has described it as a passive state, which lacks the spontaneous 
activity of the somnambulistic trance. The responsive behavior is incomplete 
and retarded in both the psychological and physiological fields of function. 
And the subject becomes definitely unable to appreciate the self. 


Similarly to what we have done with the continuum of hypnotic stages, we 


will proceed to select three periods from the continuum of a normal person's 
maturation: 


1. The hypothetically “psychologically completely mature” adult 
2. The normal child from | to 3 years of age 
3. The newborn infant 

We will begin by analyzing some basic psychological peculiarities of the 
normally developing | to 3-year-old. 

Kurt Lewin (21) —like many other research workers in child psychiatry, 
has insisted upon the child’s imperfect notion of reality. While the adult 
person establishes a clear differentiation between the stratum of reality which 
he relates to the outside world and admits that it has an existence inde- 
pendent of his personal desires, and the stratum of irreality, which encom- 
passes his dreams, his imagery and his wishful thinking, the child easily 
confuses the two strata. The latter’s world is neither “real’’ nor “unreal,” but 
a fusion of both. 

In their play, children project their imagery upon the most varied objects. 
A stick becomes a horse, and is used accordingly. A little girl may attribute 
the characteristics of a baby to a rag tied with string, no worse than to a 
realistic and expensive doll. Fairy tales are accepted, and believed, no matter 
how bizarre they may be, and the child has to arrive at a certain level of 
development in order to be able to understand the difference between 
“truth” and “falsehood.” 

_ Piaget (23), who has studied the “philosophies” of children, says that “the 
realism of the child can be defined as a confusion between that which is 
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internal, and that which is external, or as the tendency to project into the 
outside world those objects which are nothing more than the result of his 
own mental activity. All that he feels, knows and sees is represented as com- 
mon to the totality of the world, and as a part of external reality.” 

Answering Piaget’s questions about the origin of dreams, children have 
said that “the dreams come from outside and hover around the bed.” When 
he attempted to explain what dreams were to a 5-year-old girl, she refuted 
him by saying: “I am in the dream, and not the dream in me.” 

Children normally confuse the symbol with the symbolized thing, the name 
of an object with its essence, their own perspective with the real movements. 
The time-perception of children is different to that of adults. 

While the adult necessarily requires a “rationalization” of any statement 
that is made to him, and must integrate it into a system of knowledge that 
he has already formed, the child can accept statements without rationaliza- 
tion and easily admits “magic” effects. Thus a child can easily accept bizarre 
suggestions from a person who is in an appropriate position for giving them. 

In the field of sensory psychology, Jaensch and collaborators (13) have 
studied in great detail the “eidetic imagery” of the child. They define it as 
subjective visual, auditory, etc. phenomena, with the characteristics of a per- 
ception. The research work on it has referred mainly to the sense of vision. 

Those who have the capacity for “eidetism,” can look attentively at an 
object and later “see” it anew, after a period of time that can even extend 
into years. The eidetic image may be photographically exact, or may differ 
from the original object in color, form, detail, etc. 

While the eidetic phenomena are essentially subjective, some objective 
control is nevertheless possible. The subject may reproduce eidetically very 
complex objects and recognize minute details (according to Allport- 1-, the 
buttons on the coat of a passer-by, the letters of an advertisement in a foreign 
language, the length and direction of the shadows on a road, etc.) His atti- 
tude is similar to that of a person who observes and describes real objects, 
as can be judged from movements and expressions. Even physiological laws 
like the appearance of complementary colors and Purkinge’s phenomenon, 
etc., are fulfilled. 

Jaensch has studied the eidetic imagery in children around 10 years of age, 
and observed its disappearance with puberty, but Roessler (24) who studied 
it in children from 6 to 10, found that the eidetic images were more frequent 
in the 6-year-olds. It is technically difficult to study this phenomenon in 
smaller children, but Jaensch’s school believes that eidetism is in the onto- 
genetic origin of perception. 

Kliiver (17), in an excellent article on Eidetic Imagery, considers this 
phenomenon more or less related to postimages, representations, projected 
representations, consecutive mnemonic images, subjective visual sensations, 
pseudomnemonic images, illusions, hallucinations, pseudohallucinations, re- 
perceptions, visual phenomena of fantasy, hypnagogic images, hypnotic and 
drug visual phenomena. We believe that they correspond to the subjective 
visual phenomena in the drowsy and hypnotic states, so brilliantly analyzed 
by Gosaku Naruse and Torao Obonai (22). 

They are equivalent to the photographic recall and verbatim repetitions 
which are mentioned among the hypnotic phenomena. 
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Children have a great facility for diffusing their psychological responses 
into the autonomic nervous system. They present psychosomatic responses 
easily. It is also a common observation that the pain of a child who has hurt 
himself disappears when the mother rubs or blows upon the sore place, sug- 
gesting the disappearance of the pain in an impending future, in a way 
similar to that which is recommended for hypnotic anesthesia. 

Children often require the satisfaction of whims, and behave capriciously. 

The small child does not integrate his experiences into his conscious mem- 
ory, and later on, integrates them very incompletely. Thus, usually, few 
episodes from the first years of life are remembered, although the earliest 
memories of different people stem from varying ages. 

The newborn baby sleeps or dozes for approximately 80% of the time 
(C. Buhler 4), and outside his short normal waking periods, it can only be 
wakened by strong stimulation, such as discomfort, hunger, loud noises or 
changes in temperature (Hurlock-12). His sensory reactions are limited and 
in his first days of life, the sensitivity to pain is weak. In James’ words (14), 
its state of consciousness is likely to be “one great, blooming, buzzing con- 
fusion.” Soltman (31), A. Westphal (36) and C. Westphal (37) have proved 
that the nervous and muscular tissues of the newborn are much less irritable 
than those of the adult. Rothe (25) has indicated that this irritability is still 
smaller for the electrical stimuli than for the mechanical ones, and that the 
chronaxie is considerably increased, with smaller differences between the 
muscle groups. 

The responsiveness of the newborn is incomplete and exhibits a marked 
tendency to a diffusion of stimuli and to a mass activity. Spitz (32) under- 
stands that there is no differentiated psyche in early infancy, and he speaks 
of a somato-psyche to designate the real unity of psyche and soma at that age. 
“What we might call psyche at this stage is so completely merged with the 
physical person that I would like to coin for it the term somato-psyche. Sub- 
sequently the psychic and somatic systems will be progressively delimited 
from each other. Step by step, in the course of the first six months, a psycho- 
logical steering organization will be segregated from the somato-psyche. This 
steering organization serves the needs of defense and of mastery...” 


We have taken into consideration what can be called three basic psycho- 
logical mechanisms: 


1. the neonatal, 2. the childhood, 3. the adult 


Maturation can be understood as a progressive disappearance of an earlier 
psychological mechanism and its equally gradual substitution by the one 
that follows. 

Thus, in the intermediate age periods, these mechanisms overlap. The 
normally developing baby loses more and more of the “newborn” responsive- 
ness and acquires more and more of the “childhood” mentation. There is 
only a hypothetical moment in which a child can be considered to have a 
“pure” childhood psychological mechanism, since he begins imperceptibly 
to acquire a growing capacity for “adult” responses. 

The most interesting problem refers to the “psychological maturity” of 
adults. It can be asked: do many adults arrive at a hypothetically “complete” 
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adult psychological mechanism? How wide is the scope of variations in a 
partially-adult/partially-childhood mentation, in psychologically normal 
adult people? 

Volgyesi’s (33) “psycho-active” people, who are described as being “in per- 
petual state of control and self-control, criticism and self-criticism” corre- 
spond to those who have attained a high level of maturation in their 
psychological mechanisms, and his ‘“‘psycho-passive” individuals, considered 
to have an “uninhibited excitative preponderance of the subcortex, due to 
a weak cortical control” can also be described as having a considerable com- 
ponent of “childhood” psychology. Volgyesi believes that the number of 
extreme psycho-active individuals is both relatively and absolutely low, and 
states that it is a fallacy to think that psycho-passivity in itself means some- 
thing inferior, something humiliating, since “the psycho-passive type have 
their role in life...” This has nothing to do with “intelligence” or 
“productivity.” 

Similarly, Bjorkhem’s (3) A-type people, whom he understands to have an 
“independent and well developed judgment,” a “clear conception of them- 
selves,” a comprehension of “the borderline between sensation and imagina- 
tion,” a “capacity to distinguish between passing fantasies and impulses from 
the emotional life” and a “severe discipline of their emotional life”... are 
typically very “psychologically adult” people, according to our understanding. 

The C and D-types of the same author, who are “so strongly bound by their 
special psychophysical sensitivity and the psychical reactions dependent on it 
that the rational line can never be more than an incidental servant...” 
appear to have a considerable degree of “childhood” responses. In their ranks 
he includes actors, revolutionaries, the “inspired” and the “prophets.” 


If we compare: 1) the “somnambulistic” hypnotic behavior of the adult 
to the normal behavior of the child from 1 to 3 years of age approximately, 
and 2) the “stuporous” behavior under hypnosis to the normal behavior of 
the neonate, their general mechanisms appear to coincide. 

It is for this reason that we prefer to employ Kline’s word “retrogression” 
instead of the traditional and misleading term “hypnotic depth.” We also 
prefer “retrogression” to “regression,” as used by Kubie and Margolin (18) 
who make it clear that “naturally, in the hypnotic process this regression 
cannot divest itself completely of all that has been acquired subsequently; 
but the expression of all later experiences is channeled through this earlier 
mechanism.” The theories of Wolberg (39) and Schneck (27) about hypnosis 
also contain the idea of a return to a more primitive psychological func- 
tioning. 

The so-called light and medium stages of hypnosis can be understood as 
an overlapping of the “adult” and “childhood” psychological mechanisms 
with a progressive reduction of the former and increase of the latter, in a 
reversion of the progress of normal psychological maturation. 

Since some people are nearer the “childhood” mechanism in their normal 
“waking” psychological life, it is evident that there must be considerable 
individual differences in the “capacity for reaching a certain level of retro- 
gression” which, according to our opinion should be considered as different 
from the “capacity for entering into a hypnotic relationship.” However there 
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appears to be an association of the intensity of the hypnotic state to the facility 
for retrogression. 


Although retrogression is certainly a very important trait in hypnosis, we 
cannot say that retrogression can come about exclusively through hypnosis. 

There is a trend at the present to show that hypnotic behavior is not as 
unique as it had been thought to be previously, a fact on which Fisher (10) 
has insisted saying: “If sufficient knowledge were available to induce an 
equally marked set in the waking laboratory subject without hypnosis, the 
complete gamut of hypnotic phenomena could possibly be demonstrable and 
reproductible at Experimenter’s desire.” 

It must be born in mind that psychology is full of examples of “common 
final paths” for the responses to very different stimuli. Thus, as an example, 
laughter, with its peculiar explosive breathing and sounds can result from 
normal gaiety, from a “hysterical” response in desperation, or from a stimu- 
lation of the skin in certain parts of the body. 

Similarly, the “common final path”: retrogression, can result from the 
effect of drugs, from violent emotions, from crowd psychology, etc. 

A beautiful example of hypnotic-like retrogression can be found in the 
crowd psychology as described by LeBon (19): “A group is extraordinarily 
credulous and open to influence, it has no critical faculty, and the improb- 
able does not exist for it. It thinks in images which call one another up by 
association and the whole agreement with reality is never checked by any 
reasonable function.” 

Guze (11) indicates that “the constriction of critical behavior (under hyp- 
nosis) is not unknown as a response to emotional experience in everyday 
situations, varying only with the intensity of the experience and the impulse 
handling of the subject,” that “people under profound emotional stimula- 
tion may do things against their will,” that “such behavior may appear com- 
pulsive and the perceptual state of the performer may be distorted,” and that 
“the person who is emotionally disrupted may accept ideas in variance with 
reality.” 

Understanding the hypnotic state as a special emotional state, it is easy to 


accept that all these states can lead to retrogression; but the most complete 
retrogression is seen under hypnosis. 


Summary 
1. The hypnotic state is a special emotional state, the intensity of which 
varies similarly to that of other emotional states and cannot be graduated. 
2. The traditional “hynotic depth” is nothing else than a “retrogression” 


to a more primitive psychological mechanism. This retrogression constitutes 
one of the basic phenomena of the hypnotic state. 
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Hypnosis and Psychoanalytic Method 
B. STOKVIs 


Leyden 


From the Medical-Psychological Department of the Leyden Psychiatric University Clinic 
(Chief: Prof. Dr. E. A. D. E. Carp) 


In recent publications some American investigators (Milton V. Kline 12) 
recommended the use of hypnosis within the framework of psychoanalytic 
treatment. There is no doubt whatsoever that the combined use of hypnotic 
and psychoanalytic conceptions may be of service in the application of 
hypnosis as a form of dis-covering therapy. 

We should not, of course, confuse the combination hypnosis/psycho- 
analysis with “hypno-analysis,” which term was introduced into the literature 
in 1940 by Hadfield (10), and by which he understands a combination of 
hypnotic catharsis and re-educative suggestions. 

There are several methods to apply hypnosis together with the utilization 
of psychoanalytic principles. The one used in the Leyden Psychiatric Clinic 
in certain cases consists in a cathartic-analytic treatment of the patient in the 
waking state, while endeavouring to re-enact repressed psycho-traumatic 
events of the past, in the hypnotic state. The experiences in question are 
subsequently discussed with the patient and elucidated. 

Freud based his psychoanalytic method on the experiences recorded by 
Bernheim (1); not for nothing did he translate the well-known work by the 
Nancy investigator on hypnosis and suggestion into German. That the bril- 
liant originator of psychoanalysis attributed a certain importance to hypnosis 
as a therapeutic treatment is evident from his pronouncement at the fifth 
International Psychoanalytic Congress (1918) in Budapest, to the effect that 
any wholesale application of psychotherapy necessitates “alloying the pure 
gold of analysis with the copper of direct suggestion.” By the latter element 
he meant hypnosis. 

In the very beginning of the development of paphinsinsieili Breuer and 
Freud (3) (1895) introduced periods of hypnosis at intervals during analysis. 
He was struck with the marked transference phenomena shown by patients 
under the influence of the hypnotic situation. These phenomena proved to 
have a prejudicial effect on the course of the analysis. For this reason he 
decided to omit hypnotization from his psychoanalytical technique. 

n “classical” psychoanalysis it is the transference neurosis that should be 
first of all analyzed; and it is obvious that it would be considerably compli- 
cated by the application of hypnosis. For, hypnosis implies a state in which 
regression occurs to the experience of infantile erotic bonds with either the 
father or the mother image. The alterations in personality through which 
the patient passes in the hypnotic state, with respect to thinking, feeling and 
willing, leave their traces in the conscious, and these, again, must be analysed 
as well. 

In other words, the intentional personification of the father-or mother- 
imago by the physician does not at all fit into the attitude of the neutral 
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analyst which he strives to maintain as far as possible. 

It may be true that the application of hypnosis shortens the duration of 
the analysis Carp (4), Brenman and Gill (2) , Derbolowsky (6), Fervers (8), 
but then one leaves the domain of orthodox psychoanalysis. Again, by cut- 
ting through the analytical technique with that of analyzing the patient's 
dreams during hypnosis Cooper (5), Farber and Fisher (7), Kanzer (11), 
Nachmansohn (13), one enters the field of the “short therapy” (cathartic treat- 
ment with analytic viewpoints). 

The significance of hypnosis as a dis-covering psychotherapy does not lie 
in its function as a component part of psychoanalysis, but in its action in 
recalling to consciousness repressed conflicts, and provoking the abreaction 
of the locked-in emotions involved, (i.e. hypno-catharsis), followed by an 
endeavour to further analyze the emerged factual material, (hypno-analysis). 


Conclusion 


Although, therefore, psychoanalysis, historically speaking, originated from 
the practice of hypnosis, the latter is no longer an intentionally applied part 
of the psychoanalytic method. In fact, a change which one may term “hyp- 
noid” in the consciousness of the patient reclining on a divan, very fre- 
quently takes place; and the same equally applies to the analyst, who is 
subject to a similar form of lowered and narrowed consciousness. One might 
compare this alternation with the so-called “Konzentrative Selbstentspan- 
nung” (“Concentrative auto-relaxation”) in the sense of I. H. Schultz (14). 
Only to this extent does hypnosis in its essential features continue as an 
active element in psychoanalysis. 


Summary 
The author examines the use of hypnosis in psychoanalytic treatment. In 
orthodox psychoanalysis the application of hypnosis is an evidently alien 
element although admittedly “hypnoid” changes occur in the consciousness 
of both the psychoanalyst and the patient. By cutting through the psycho 
analytical technique with that of analyzing the patient’s dreams during 
hypnosis, one enters the field of the “short therapy.” 


In the Leyden Psychiatric Clinic a cathartic-analytic treatment, in the 
waking state, with psychoanalytic viewpoints is used, while endeavouring to 
re-enact repressed psycho-traumatic events, in the hypnotic state. 
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Conditioning During Hypnosis 


CLARENCE LEUBA 
Antioch College 


In a recent issue of this journal, Dr. Seymour Fisher (1) presented a brief 
historical review of conditioning phenomena under. hypnosis and some 
investigations of his own in that area. His investigations were modeled on 
experiments which Scott (2) had performed to produce motor conditioning 
and which I (3) had performed to produce sensory conditioning. During 
hypnosis a stimulus and a response are paired a few times, such as touching 
a subject’s arm while he is coughing, or snapping a cricket while he is smell- 
ing camphor. After the S is awakened from hypnosis, amnesic for the condi- 
tioning process, the previously ineffective stimuli by themselves produce the 
responses; touching the arm is followed by coughing, or a tendency to do so, 
and snapping the cricket is followed by experiencing the odor of camphor — 
sometimes much to the surprise of the S who is amnesic for the conditioning 
session and cannot understand why he should suddenly smell camphor. The 
result of this sensory conditioning has been called a conditioned sensation 
(3) or an hallucination (4, 5). 

In general, Dr. Fisher’s results confirmed those obtained by earlier investi- 
gators. Most of his S’s responded to the conditioned stimuli, such as the touch 
on the arm or the snapper, with conditioned motor or sensory responses; 
and this commonly occurred even when the stimuli were administered by 
others than the hypnotist, several days after the hypnotic sessions in which 
the conditioning had occured, and under different physical surroundings. 

I had originally described these phenomena as examples of conditioning 
and of the generalization of conditioned responses. I attributed the quick- 
ness and the ease of conditioning during hypnosis to the relatively complete 
concentration achieved on the conditioned and the unconditioned stimuli; 
and the consequent absence of conflicting and inhibitory responses at the 
time of conditioning. I envisaged hypnosis as providing ideal circumstances 
for conditioning to occur. It provided the experimenter with the means for 
excluding distracting psychological variables — interfering thoughts and ex- 
periences (6). For human beings, this is as important for quick effective 
conditioning as Pavlov’s careful control of physical circumstances, like 
sounds, in the classical conditionings of the dog. 

Dr. Fisher questions whether conditioning has really occurred. He presents 
evidence to show that the acquired motor and sensory responses are really 
post-hypnotic suggestions and do not show all the characteristics typical of 
conditioned responses. He takes the now widely held view that hypnosis 1s 
essentially a state in which the S is dominated by a set or attitude to do what 
the hypnotist wants or expects of him. The S adopts the role he thinks is 
expected of a hypnotized $. He coughs or smells camphor only because the 
hypnotist has somehow conveyed to him that he is expected to cough or 
experience the odor when a certain signal appears. Without realizing it and 
in spite of attempts to the contrary, the hypnotist has given the S a post- 
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hypnotic suggestion to cough or smell camphor, at a signal. The alleged 
conditionings, therefore, are but examples of post-hypnotic suggestions. 

I am inclined to agree with Dr. Fisher that the “alleged” conditionings 
under hypnosis are essentially similar to post-hypnotic suggestions. This 
similarity may exist, however, because post-hypnotic suggestions are them- 
selves examples of conditioning, rather than vice-versa! Certain reactions 
are strongly and exclusively connected with certain cues and appear when 
those cues are present — at least unless strong contradictory responses are 
aroused and the post-hypnotic suggestion consequently fails to be effective. 

Failure to view post-hypnotic suggestions as examples of conditioning 
may be due in part to a narrow view of conditioning as limited largely to 
reflexes and the behavior of animals. Granting that conditioning has often 
been limited in the laboratory to bits of behavior and that it can be an auto- 
matic, involuntary, and even unconscious process, it can also have wide- 
spread effects and lead to conscious, voluntary control; witness the condition- 
ings to verbal stimuli and the generalization of such conditionings to other 
words, such as synonyms (7, 8, 9). 

I am inclined to agree with Dr. Fisher that in the present day practice of 
hypnosis, S’s usually have tendencies to conform and to please the hypnotist 
and to meet his expectations. | wonder, however, whether such tendencies 
are essential or always present. They are perhaps most evident when persons 
are hypnotic subjects for therapeutic purposes or in a therapeutic setting. 
In some scientific and educational settings, when the S’s motives may be more 
predominantly curiosity and a desire to experience hypnosis, the tendency 
to please and to conform to the expectations of the hypnotist may be less 
evident or even absent. The dominant set may be to learn the procedures 
required for hypnosis; the hypnotist may say: “You are really learning to 
hypnotize yourself, and I am merely helping you to do so.” The S is set to 
follow the procedures which, he has been told by the hypnotist, are likely 
to produce hypnosis. This is not identical with a set to conform in general 
to the hypnotist or to please him. It may be a more objective set; possibly 
more similar to that of a learner in a laboratory or lecture room. In the labo- 
ratory, it may be essential that the student follow directions closely. And it 
may be helpful that he be set to please the teacher, meet the latter’s expecta- 
tions, and get the results expected; but such a set is not essential. The ex- 
perimental results may flow directly from the procedures used. The learner's 
attitude toward the teacher is important mainly in securing close attention 
and adherence to the required procedures; much the same is true of hypnosis, 
I think. 

It is doubtless true, however, that especially in a therapeutic setting, the S$ 
may ordinarily be:set to please and to conform to the hypnotist in general. 
I am only suggesting that in other settings it may be that this set is not 
necessarily present; the § is set only to follow certain procedures considered 
essential to produce hypnosis. As a result of these procedures, there is then 
a narrowing of attention which makes for undistracted concentration on the 
unconditioned and conditioned stimuli; when these are presented, condition- 
ing occurs rapidly and without interference from possibly conflicting stimuil 
and reactions. 
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I am not denying that in many, perhaps most, present day hypnotist- 
subject relationships there is a tendency or set for the latter to please and 
to follow the expectations of the former and that such a set may be far reach- 
ing in its influence; nor am I denying that a hypnotist may unconsciously 
show his expectations. I am only questioning the view that such a set is 
the essence of hypnosis and a necessary condition for it. I am suggesting 
instead that the set to conform, when it exists, is merely helpful during 
conditioning for securing exclusive concentration of attention on the situ- 
ations — symbolic or concrete, which the hypnotist presents and for exclud- 
ing contradictory tendencies. The situation is essentially similar, it seems 
to me, to that used in recent experiments in which one trial conditioning 
has been obtained through a rigid control of the conditioning procedures 
(10). In these experiments, conditioning procedures are strictly controlled 
both in their physical and psychological aspects. 


The issue, then, is whether the S post-hypnotically coughs, when touched 


at a certain spot, or smells camphor when a cricket is snapped, because he 
feels the hypnotist wants these reactions from him and would be pleased 
by them, or whether these follow directly from a classical conditioning pro- 
cedure under optimal circumstances of concentration on unconditioned and 


conditioned stimuli and while conflicting stimuli and responses are held in 
abeyance. 


Informal attempts have been made to eliminate the personal subjective 
influence of the hypnotist when testing for the effects of “alleged” condition- 
ing under hypnosis. The conditioned stimulus has been administered post- 
hypnotically by other persons than the hypnotist, or when S was occupied, 
offguard, and presumably not set to please the hypnotist. The results have 
been equivocal. Usually, the conditioned responses occurred when the con- 
ditioned stimulus was administered by others than the hypnotist and in a 
variety of situations; when caught offguard, however, the § may not respond, 
at least not overtly; he may, for instance, only feel a tendency to cough 
when touched. This might be, of course, because coughing is often inhibited 
in social circumstances and the tendency, therefore, does not become overt. 
Sometimes when told by the hypnotist post-hypnotically that the experi- 
ments were over, the alleged conditioning disappeared; sometimes, on the 
other hand, when the hypnotist emphatically stated post-hypnotically that 
there was no odor present and that it had been just hallucinated, the S$ 
nevertheless smelled it when the cue was again present (1). 


A particularly interesting point is that § sometimes cannot name the con- 
ditioned sensation or perception. Thus, an § who gazed at a watch during 
hypnosis while a buzzer was on, reported, when tested post-hypnotically, 
that he saw a dot connected by two lines with a circle around it but even 
when questioned, he never labelled his image as that of a watch. Another 
interesting observation, is that it may take several presentations of the con- 
ditioned stimulus — if it is given together with a series of control stimuli, 
before the S realizes that it is the cause of his conditioned sensations. For 
instance, the § did not realize for some time that it was the buzzer which 
caused him to see the dot, the two lines, and the circle (3). 


An attempt should certainly be made to remove as far as possible, the 
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influence of the hypnotist on the conditioning procedures. Perhaps, the un- 
conditioned and conditioned stimuli could be presented during hypnosis 
by wire recording and by an obviously different person than the hypnotist. 
If the latter was a man, the wire recording might be by a woman. The post- 
hypnotic testing should again be by wire recording. The function of the 
. hypnotist would be limited to the induction of hypnosis, a request for con- 
centration of attention on the recording, and to waking the S from the hyp- 
notic state after the recording with amnesia for it. It would be desirable 
that such an experiment be performed by an E who, while overtly main- 
taining as neutral an attitude as possible, expected negative results. 

I do not think that the hypnotist’s request for attention to the recording 
of the conditioning procedures conveys any suggestion regarding what should 
be the outcome. But some hypnotists might think otherwise; hence, a dif- 
ferent experimental design might be more acceptable. Since the attitudes 
of the S are the crucial point, the hypnotist might frankly admit this to 
the S in some such fashion as the following. Just before the conditioning 
procedures are administered by tape recording, he might say: “During the 
next few minutes you will experience a number of stimuli, each one while 
you are performing a particular response, like coughing while you are feel- 
ing a touch on the shoulder. Then you will be awakened from hypnosis, 
amnesic for what has happened during it. Some psychologists feel that when 
the stimuli are presented you will give the responses present with them 
under hypnosis, only if I, the hypnotist, have somehow conveyed to you that 
I expect and want you to so respond. Other psychologists feel that my atti- 
tude is immaterial and that the presence or absence of the responses is a 
matter of the objective procedures used. I am interested in discovering which 
is right. Please keep an open mind, free of expectations regarding the out- 
come; let it be whatever it turns out to be. Remember, just follow the 
instructions, keeping an open mind regarding the eventual outcome.” 

Perhaps, an experimentally minded hypnotist will be motivated to per- 
form some such experiment — or to devise a better one to test the validity 
of concepts which are basic for an understanding of hypnosis. 


References 


1. Fisher, Seymour. An investigation of alleged conditioning phenomena under hypnosis. 
J. clin. exp. hypnosis, 1955, 3, 71-103. 


2. Scott,"H. D. Hypnosis and the conditioned reflex. J. gen. Psychol., 1930, 4, 113-130. 

3. Leuba, C. Images as conditioned sensations. J. exp. Psychol., 1940, 26, 345-351. 

4. Naruse, G. and Obonai, T. Decomposition and fusion of mental images in a drowsy and 
a post-hypnotic hallucinatory state. J. clin. exp. hypnosis, 1953, 1, 23-42. 

5. , (II) Mechanism of image composing activity. J. clin. exp. hypnosis, 1955, 3, 2-23. 


6. Leuba, C. The use of hypnosis for controlling variables in psychological experiments. 
J. abn. soc. Psychol., 1941, 36, 271-274. ve 


7. — R. Conditioned vasomotor responses in human subjects. J. Psychol., 1937, 
75-120. 


8. Razran, G. Semantic and phonetographic generalization of salivary conditioning to 
verbal stimuli. J. exp. Psychol., 1949, 39, 642-652. 

9. Lacey, J. and Smith, R. L. Conditioning and generalization of unconscious anxiety. 
Science, 1954, 120, 1045-1052. 


10. Voeks, V. Gradual strengthening of S-R connections or increasing number of S-R con- 
nections, J. Psychol., 1955, 39, 289-299. 


259 


| 

| 


Book Reviews 


Moreno, J. L. and Enneis, James N. Hypnodrama and Psychodrama, 
New York: Beacon House, 1950, 56 pp. $3.75 


It is always encouraging to see new techniques applied and extended to 
the ubiquitous problem of making psychotherapy more effective and speedier. 
In this instance, it is one of combining the older method of hypnosis with 


the newer one of psychodrama, resulting in the appropriate name of hyp- 
nodrama. 


This small volume is divided essentially into two parts. The first section, 
written by Dr. Moreno, is a short introduction to psychodrama and hypno- 
drama. The second section, written by Mr. Enneis, deals with hypnodramatic 
technique and includes two verbatum recorded hypnodramatic sessions — 
comprising the bulk of the book — of a male and female patient respectively. 


It is interesting that despite the collaboration required for dual author- 
ship, there is some difference of opinion between the two authors with regard 
to the value of hypnosis in hypnodrama. Dr. Moreno states, ““The hypnotic 
operation is in itself of limited value, it can gain a new momentum as a 
psychological starter to psychodramatic production. It can serve a similar 
purpose as the psychochemical starters... insulin, sodium amytal (sic) ... 
and replace them in many instances (pp. 8-9) .” 


On the other hand, Mr. Enneis’ evaluation of hypnosis is much less cir- 
cumscribed. He feels that with hypnosis, spontaneity states are achieved 
more easily, the exploration of the patient’s deeper personality is facilitated 
through dream induction and symbolization, defensive and evasive behavior 


is reduced, and finally, the amount of time required for psychodramatic 
therapy is shortened. 


The book is to be only the first in a series of papers on hypnodrama and 
is designed to stimulate an interest in its application. This reader, however, 
could not help feeling rather disappointed that the authors had not waited 
until they had collected enough data to publish a more comprehensive work 
both in technique and theory. Perhaps the next book will include some of 
the varied techniques used in hypnoanalysis and hypnosynthesis such as 
“experimental” conflict, age regression and progression, post-hypnotic sug- 
gestions, etc. which could be effectively incorporated within the framework 
of psychodramatic therapy. 


George Dolger 
New York, N.Y. 
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Van Pelt, S. S. Hypnotic Suggestion: Its Role in Psychoneurotic and 
Psychosomatic Disorders. Bristol: John Wright & Sons, 1955, 95 pp. 


This book which is addressed essentially to the non-psychiatric physician 
deals with the nature and role of hypnosis in medical practice. 


In lucid and objective terms, the author outlines the general history of 
hypnosis, most of the salient characteristics, and the major means of inducing 
it in patients. 

Theoretical and clinical aspects of emotional disorders and their particular 
relation to somatization process constitutes the main part of this book. 
Hypnotherapy is illustrated through case presentations of neurasthenia, 


anxiety states, depressive reactions and a number of typical psychosomatic 
disorders. 


For the physician in general practice, this book is a good introduction to 
the nature of scientific hypnosis and should stimulate his further interest. 
The bibliography is good and the literature that is reviewed is pertinent to 
the field of medical hypnosis. This is a useful and practical guide for those 
physicians developing interest in hypnotherapy and medical psychology. 


M. V. Kline 
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The Seventh Annual Scientific 
Meeting of the Society for Clinical 
and Experimental Hypnosis will be 
held on Saturday, October 27th, 
1956 at the New York Academy 
of Sciences. 


Papers to be read at the meeting 
should be sent in duplicate to Dr. 
Bernard B. Raginsky, 376 Redfern 
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